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A  pump  in  life 

by  Pamela  A.  Yaney 


Pamela  A.  Yaney,  pictured  with  her 
guide  dog  Sadie,  relates  her  experi- 
ences with  an  insulin  pump,  and  its 
positive  impact  on  her  life. 

My  childhood  was  like  that  which 
most  children  experience  —  friends, 
pets,  toys,  school  and  the  like.  When  I 
was  bom,  neither  my  parents  nor  the 
doctor  knew  what  my  potential  was 
going  to  be.  I  just  let  life  go  where  it 
might  lead  me.  Because  my  mother 
contracted  measles  during  her  first 
trimester  of  pregnancy,  I  was  born 
with  congenital  cataracts  and  a  heart 
condition.  As  a  result,  I  have  no  vision 
in  the  left  eye  and  20/200  with  glasses 
and  no  peripheral  vision  in  the  right 
eye. 

I  went  to  nursery  school  at  the  age 
of  four  and  entered  kindergarten  at 
age  five.  I  spent  two  years  in  kinder- 
garten, and  then  moved  on  to  the  first 
grade.  I  had  friends,  and  participated 
in  all  the  same  subjects  the  other  kids 
did.  The  following  year  I  entered  sec- 


ond grade  but  with  a  new  beginning. 
My  teacher  was  blind,  and  my  class- 
mates were  also  blind.  Here  I  was 
going  to  learn  Braille  and  other  things 
that  would  make  my  life  more  produc- 
tive. 

Some  time  after  January  of  1969, 
my  parents  began  to  notice  I  was  in- 
creasingly unwell,  but  they  did  not  yet 
realize  my  problem  was  diabetes.  My 
doctor  told  my  mother  to  cut  back  on 
my  sweets,  and  in  May  of  1 969,  I  was 
admitted  to  the  hospital,  where  they 
found  out  I  have  Type  I  (insulin-de- 
pendent) diabetes. 

Back  then,  diabetes  education  was 
still  scarce.  I  attended  classes,  in  the 
hospital,  with  my  mom,  and  at  age 
eight  learned  how  to  draw  my  own  in- 
sulin and  inject  it  too.  At  that  time 
urine  testing  was  still  the  thing. 

In  1982,  i  purchased  my  first  blood 
glucose  meter,  the  earliest  battery-op- 
erated glucometer.  I  have  been  doing 
self  glucose  monitoring  for  the  past 
11'  years.  I  have  been  on  many  in- 
sulin schedules  and  kinds  of  insulin.  In 
10  years,  I  went  from  one  shot  a  day 
to  four  a  day.  Shots,  I  found,  did  not 
allow  me  much  freedom,  and  were  not 
stabilizing  my  blood  glucose  levels 
well.  What  were  my  alternatives? 

In  June  of  1991,  after  returning 
from  Leader  Dogs  for  the  Blind  in 
Rochester,  Michigan,  I  weighed  my 
pros  and  cons,  and  had  a  talk  with  my 
doctor.  He  was  not  going  to  let  me 
use  a  pump,  so  1  encouraged  him  to 
refer  me  to  a  specialist  in  insulin  pump 
therapy. 

After  an  initial  evaluation,  the  en- 
docrinologist and  I  both  decided  the 
insulin  pump  was  right  for  me.  I  spent 
24  hours  in  the  hospital,  learning  how 
to  program  the  pump  and  how  to 
make  sure  the  settings  were  correct.  I 
received  my  insulin  infusion  pump  in 
November  of  1991. 

The  insulin  pump  functions  very 
much  like  a  healthy  individual's  pan- 
creas. The  size  of  a  small  cigarette 


pack,  it  is  worn  externally,  in  a  pocket 
or  on  a  belt  clip.  Its  keypad  consists  of 
four  buttons:  meal,  basal,  time,  and 
activate.  As  each  tenth  of  an  insulin 
unit  is  administered,  the  pump  makes 
an  audible  click.  Although  program- 
ming a  meal  bolus  is  not  easy  for  a  to- 
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tally  blind  person,  I  am  aware  of  one 
totally  blind  user  of  the  insulin  pump 
who  functions  very  well. 

To  adjust  the  dose,  the  user  must 

press  the  approphate  combination  of 

buttons,  and  then  the  "activate"  key. 

(Continued  on  page  3) 
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New  information  for  patients  using 
Eli  Lilly  animal-source  insulins 


A  pump  in  life 

(Continued  froRi  page  1) 


The  following  insulins,  manufac- 
tured by  Eli  Lilly  and  Company,  will  no 
longer  be  available  as  of  September 
1,  1993: 

1 .  Regular  lletin®  II  [beef]  U-1 00 
(Insulin  injection,  USP,  Purified 
Beef)                              (CP-210S) 

2.  NPH  lletin®  II  [beef]  U-100 
(Isophiane  insulin  Suspension, 
USP,  Purified  Beef)         (CP-310S) 

3.  Lente®  lletin®  II  [beef]  U-100 
(Insulin  Zinc  Suspension,  USP,  Pu- 
rified Beef)                      (CP-410S) 

4.  Semilente®  lletin®  I  U-1 00 
(Prompt  Insulin  Zinc  Suspension, 
USP)                                 (CP-510) 

5.  Ultralente®  lletin®  I  U-1 00 
(Extended  Insulin  Zinc  Suspension, 
USP)                                   (CP-610) 

If  you  are  taking  any  of  these  in- 
sulins, please  see  your  doctor  for  ad- 
vice about  transferring  to  Humulin®. 
Any  change  of  insulin  should  be  made 
cautiously  and  only  under  medical  su- 
pervision. 

Facts  to  Know  About  Changing  In- 
sulins 

If  you  have  any  questions  or  need 
further  information,  please  see  your 
doctor  or  pharmacist  or  call  the  Lilly 
Diabetes  Care  Area  at  1-800-648- 
6486  from  8;00  am  to  5:00  pm  EST, 
Monday  through  Friday. 

Why  has  Eli  Lilly  and  Company 
discontinued  the  manufacturing  of 
Ifeef-pork  Semilente®  and  Ultra- 
lente® and  purified  beef  insulins? 

Over  the  past  several  years,  the 
use  of  these  insulins  has  been  ex- 
tremely limited.  Currently,  very  few 
patients  continue  using  or  are  newly 
started  on  these  older  products.  The 
discontinuation  of  these  insulins  will 
reduce  the  number  of  insulin  products 
and  may  minimize  possible  contusion 
in  dispensing,  dosing,  and  administra- 
tion of  insulins. 

Should  I  see  my  doctor  before 


Research  by  Dr.  Stefan  Fajans, 
professor  emeritus  of  Internal 
Medicine  and  former  director  of  the 
Michigan  Diabetes  Research  and 
Training  Center,  has  led  to  a  signifi- 
cant breal<through  in  the  mapping  of 
the  gene  responsible  for  hyper- 
glycemia in  a  type  of  non-insulin-de- 
pendent diabetes  mellitus  (NIDDM) 
called  MODY  —  maturity  onset  dia- 
betes of  the  young. 

Due  to  the  variable  penetrance  and 
the  late  age  onset  in  the  common 
form  of  NIDDM,  it  has  been  difficult  to 
obtain  large  multigenerational  families 
suitable  for  generic  studies.  Also,  the 
use  of  linkage  strategies  to  identify 
DNA  markers  is  difficult  in  the  usual 
NIDDM  since  it  does  not  exhibit  sim- 
ple Mendelian  recessive  or  dominant 
inheritance. 

While  the  contribution  of  heredity  to 
the  development  of  NIDDM  has  been 
known  for  years,  MODY,  on  the  other 


switching  insulins? 

Yes.  Any  change  of  insulin  should 
be  made  cautiously  and  only  under 
medical  supervision.  Changes  in  puri- 
ty, strength,  brand  (manufacturer), 
type  (Regular,  NPH,  Lente®,  etc.), 
species  (beef,  pork,  beef-pork, 
human),  and/or  method  of  manufac- 
ture (recombinant  DNA  versus  animal- 
source  insulin)  may  result  in  the  need 
for  a  change  in  dosage. 

Now  that  beef-pork  Semilente 
and  Ultralente  and  purified  beef  in- 
sulins will  no  longer  be  available 
from  Lilly,  are  there  alternatives? 

Yes.  With  appropriate  monitoring 
and  possible  adjustment  of  the  dose, 
alternatives  are  available.  You  may 
wish  to  ask  your  doctor  about  Hu- 
mulin® (human  insulin,  recombinant 
DNA  origin).  More  than  1.75  million 
patients  worldwide  use  Humulin  every 
day  to  control  their  diabetes.  It  is  the 
only  human  insulin  developed  and 
manufactured  in  the  United  States. 
Humulin  offers  a  broad  line  of  formula- 
tions, including  Ultralente,  Lente,  Reg- 
ular, NPH,  and  NPH/Regular  premix- 
tures.  Your  doctor  will  help  you 
choose  an  appropriate  alternative  and 
make  the  switch. 

What  if  I  am  allergic  to  other  in- 
sulins? 

If  you  have  had  local  hypersensitiv- 
ity (allergic)  reactions  (redness,  itch- 
ing, or  swelling  around  ar\  injection 
site)  to  other  insulins,  you  and  your 
doctor  have  several  options.  In  gener- 
al, Humulin  has  been  shown  to  be 
less  likely  than  animal-source  insulins 
to  cause  allergic  reactions.  However, 
if  you  do  experience  hypersensitivity 
to  your  new  insulin,  notify  your  doctor. 
He  or  she  may  decide  to  start  desen- 
sitization  procedures  or  recommend 
another  insulin.  If  you  experience 
shortness  of  breath,  wheezing, 
widespread  rash,  rapid  pulse,  or 
sweating  after  an  insulin  injection,  you 
may  be  having  a  generalized  allergic 
reaction;  notify  your  doctor  immediate- 
ly. 


One  advantage  of  the  pump  is  that  the 
user  changes  the  infusion  set  and  site 
every  48  to  72  hours  of  use.  This 
means  a  three-day  supply  of  insulin  is 
drawn  into  the  syringe.  Once  filled,  an 
infusion  set  is  attached  to  the  reser- 
voir. The  set  has  a  long  tube  and 
screw  section  at  one  end,  and  the  soft 
sets  or  bent  needle  at  the  other  end.  I 
personally  prefer  the  soft  sets,  be- 
cause once  inserted,  the  introductory 
needle  can  be  removed  and  a  cannula 
tube  remains  in  place.  Use  of  the  bent 
needle  can  lead  to  skin  problems  for 
some,  and  for  me  they  are  harder  to 
get  in  straight.  The  insulin  used  with 
the  pump  is  of  the  regular,  short-act- 
ing type  and  must  be  formulated 
specifically  for  use  with  the  pump  to 
insure  that  the  user  does  not  en- 
counter air  bubbles  in  the  tubing  or 
reservoir,  which  would  inhibit  the  flow 
of  insulin. 

The  insulin  pump  has  allowed  me 
to  be  more  flexible  with  my  life.  I  can 
eat  a  little  later  in  the  day  if  I  choose.  I 
can  sleep  in,  if  I  like.  I  can  be  more 
active  in  recreational  activities,  such 
as  bowling,  one  of  my  favorites.  I  can 
take  the  long  walks  I  like.  I  don't  have 
to  be  bothered  by  finding  a  restroom 
to  set  the  meal  bolus. 

In  April  of  1992,  I  received  my  first 
leader  dog.  Her  name  is  Sadie,  and 
she  was  trained  by  Leader  Dogs  for 
the  Blind.  This  school  trains  dog 
guides,  which  it  obtains  as  puppies 
from  the  Humane  Soc/ely  and  from 
the  general  public.  These  beautiful 
dogs  undergo  four  months  of  training, 
learning  such  commands  as  fon/vard, 
left,  right,  and  find.  At  the  end  of  their 
four  months  of  training,  dogs  and  in- 
structors meet  their  prospective  part- 
ners. Instructors  meet  the  candidates, 
evaluating  the  person's  walking 
speed,  physical  strength,  ability  to 
give  effective  leash  correction,  tone  of 
voice,  hearing  ability,  personality,  and 
so  forth. 

Matched  with  their  new  canine  part- 
ners, the  students  reside  at  Leader 
Dogs  for  the  Blind  for  26  days,  the 


school's  training  period.  During  that 
time,  the  students  learn  how  to  work 
with  and  properly  care  for  their  dog 
guides.  Although  it  takes  six  months 
to  a  year  to  really  become  a  well-bal- 
anced working  team,  at  the  end  of  the 
26-day  training  period  a  close  bond 
has  developed  between  human  and 
canine  partners. 

Sadie  has  opened  many  doors  for 
me.  She  allows  me  to  travel  indepen- 
dently to  and  from  shopping  areas, 
doctor  appointments,  and  places  of 
possible  employment.  She  gets  me 
safely  across  busy  four-lane  high- 
ways, up  and  down  stairs,  and  even 
helps  me  avoid  slippery  areas  on  the 
pavement. 

I  have  many  goals  for  1993.  I  am 
looking  for  employment.  1  have  lost 
ten  pounds  since  receiving  my  insulin 
pump,  and  I  intend  to  lose  ten  more 
pounds  before  1994.  I  am  going  to  be- 
come Lioness  of  the  Indianapolis/ 
Warren  Lions  Club.  1  also  would  like  to 
become  more  active  in  the  National 
Federation  of  the  Blind. 

Many  people  have  supported  me  in 
my  decisions.  These  people  are  my 
parents,  Nancy  and  Richard  Yaney; 
my  elementary  school  teacher,  Mary 
Jo  Alden,  who  I  keep  in  contact  with; 
and  the  trainers,  staff  and  fellow  stu- 
dents at  Leader  Dogs  for  the  Blind, 
who  have  become  good  friends  even 
though  they  are  so  far  away.  My  doc- 
tors have  also  helped  me  through 
much  of  my  decision  making  by  sup- 
porting me  emotionally  and  mentally. 

I  have  two  little  sayings  I  keep  in 
mind  for  the  times  when  I  feel  down  or 
frustrated.  When  things  don't  go  the 
way  1  want  them  to  go,  I  remind  my- 
self: "Where  there  is  a  will,  there  is  a 
way"  to  do  anything  I  want  to  do.  Al- 
though it  is  not  easy  sometimes,  think- 
ing of  the  future,  I  also  try  to  lake  one 
day  at  a  time."  I  want  to  conclude  by 
saying  that  I  hope  this  little  article  will 
put  some  pump  into  the  lives  of  dia- 
betics throughout  the  Diabetics  Divi- 
sion of  the  National  Federation  of  the 
Blind. 


Genetic  breakthrough  in  diabetes  research 


hand  is  characterized  by  autosomal 
dominant  inheritance.  Although 
MODY  is  usually  asymptomatic  in 
younger  patients,  most  cases  can  be 
diagnosed  before  the  patient  is  25 
years  old,  and  the  disease  may  be 
recognized  in  early  adolescence  by 
routine  plasma  glucose  testing. 

The  largest  and  best-studied 
MODY  pedigree  is  the  RW  family.  Dr. 
Fajans  has  spent  33  years  studying 
diabetes  occurring  in  five  generations 
of  this  family  of  275  members.  Using 
DNA  samples  from  members  of  the 
RW  family.  Dr.  Graeme  Bell  of  the 
University  of  Chicago  has  tested  more 
than  75  DNA  markers  for  linkage  with 
MODY.  A  DNA  polymorphism  in  the 
adenosine  deaminase  gene  (ADA)  on 
the  long  arm  of  chromosome  20  was 
found  to  cosegregate  with  MODY.  The 
maximum  logarithm  of  odds  (lod 
score)  for  linkage  between  MODY  and 
ADA  was  5.3  at  a  recombination  frac- 


tion of  0.00  at  the  time  of  publication 
(the  lod  score  is  presently  over  10). 
These  results  indicate  that  the  gene 
responsible  for  the  development  of 
MODY  in  this  family  is  tightly  linked  to 
the  ADA  gene  on  chromosome  20q. 
Studies  of  the  segregation  of  this 
locus  in  other  MODY  families  as  well 
as  in  families  with  late  age  of  onset 
forms  of  NIDDM  will  indicate  its  rele- 
vance to  the  understanding  of  NIDDM. 
The  identity  of  the  MODY  gene  is  un- 
known. It  is  unlikely  to  be  ADA  since 
diabetes  mellitus  is  not  a  feature  of 
adenosine  deaminase  deficiency  in  ei- 
ther humans  or  mice;  the  list  of  genes 
that  have  been  mapped  to  chromo- 
some 20  provides  no  clues  as  to  its 
identity.  However,  knowledge  of  the 
location  of  the  MODY  gene  will  facili- 
tate its  isolation  and  identification  of 
the  mutation  that  impairs  its  function. 

Similar  studies  of  other  MODY  fam- 
ilies may  lead  to  the  identification  of 


additional  diabetes-susceptibility 
genes.  Dr.  Fajans,  along  with  Dr. 
Graeme  Bell  and  researchers  at  the 
University  of  Pennsylvania  School  of 
Medicine,  published  their  findings  in 
the  Proceedings  of  the  National 
Academy  of  Sciences.  February  1991 
issue.  In  independent  studies,  Dr. 
Donald  Bowden  of  Bowman-Gray 
Medical  School,  another  molecular 
geneticist  collaborator  of  Dr.  Fajans, 
using  DNA  samples  from  the  RW 
pedigree  but  using  different  polymor- 
phic markers  and  linkage  analysis 
methods,  has  also  found  tight  linkage 
between  a  close  locus  on  the  long 
arm  of  chromosome  20  and  the 
MODY  gene. 

(Note:  This  report  is  from  the  Michi- 
gan Diabetes  Research  and  Training 
Center,  Ann  Arbor,  Ml.) 
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Diabetic  directions 

by  Mildred  "Barry"  Friedman 


Mildred  "Barry"  Friedman  discuss- 
es various  aspects  of  diabetes. 

All  of  us  diabetics  with  kidney  fail- 
ure live  with  two  ohronic  diseases. 
That's  hard  but  most  of  us  do  it  with  a 
smile.  Life  doesn't  end  because  you 
have  to  cope  and  neither  does  plea- 
sure in  living.  You  have  read  in  these 
pages  many  stories  of  ill  people  ac- 
complishing their  dreams.  They  en- 
gage in  sports,  cultural  activities,  hard 
work,  and  travel.  Recently,  I  was  pre- 
sented with  a  cartoon  of  a  diabetic 
traveler  taken  from  Diabetes  Inter- 


view. I  cannot  reproduce  it  here,  but 
picture  a  very  lumpy  individual. 

Let's  start  with  clothes.  For  diabet- 
ics many,  many  pockets  are  neces- 
sary, and  a  belt  from  which  to  hang 
things.  'Vou're  experienced  enough  to 
guess  what  most  of  these  pocket- 
stuffing  things  are:  sun  block,  sun- 
glasses, emergency  I.D.  card,  ex- 
change list,  list  of  current  medicines, 
portable  insulin  cooler,  medical  I.D. 
jewelry,  blood  glucose  log  book,  blood 
glucose  meter,  blood  pressure  kit,  sy- 
ringes, lest  strips,  alcohol  swabs, 
antacid,  breathable  all-cotton  socks 
(preferably  clean)  and  my  favorite  — 
ghastly,  yet  comfy  walking  shoes  And 
then,  there  are  the  items  which  con- 
tradict each  other  —  confusing  to  the 
nondiabetic  but  not  to  us:  sugarless 
hard  candy,  sugarless  chapstick  and 
lots  of  sweets  and  snacks  (for  those 
low  blood  sugar  times).  If  you  can 
carry  it  all  and  still  get  around  you're 
in  good  shape. 

When  I'm  leaving  home  for  a  few 
days  or  a  few  weeks,  my  medicines 
are  packed  first.  There's  a  complete 
set  for  my  purse  and  another  set  for 
my  suitcase  so  if  one  is  lost  or  stolen, 
I  have  no  problem.  Next  comes  my 
food  supply.  Always  something  that 
does  not  need  refrigeration  yet  will  be 
enough  for  my  bedtime  snack.  Some 
is  carried  in  my  purse  or  carry-on  so 


If  you  or  a  friend  would  like  to  remember  The  Diatjetics  Division  of  the 
National  Federation  of  Itie  Blind  in  your  w/ill,  you  can  do  so  by  employing 
the  following  language: 

"I  give,  devise,  and  bequeath  unto  The  Dialsetics  Division  ot  the  Na- 
tional Federation  of  the  Blind,  1800  Johnson  Street,  Baltimore,  fvlaryland 
21230,  a  District  of  Columbia  nonprofit  corporation,  the  sum  of 

$ "  (or " percent  of  my  net  estate"  or 

"the  following  stocks  and  bonds: ')  to  be  used  for  its 

worthy  purposes  on  behalf  of  blind  persons." 


delays  in  airports  or  long  waits  on  run- 
ways don't  bother  me.  Recently,  I  had 
three  flights  on  the  same  airline  (be- 
cause I'm  nice  it  shall  remain  name- 
less), each  at  breakfast  time.  Check- 
ing whether  or  not  a  meal  was  to  be 
served,  both  when  I  bought  the  tickets 
and  again  when  I  got  my  boarding 
pass,  I  was  told:  "Of  course,  there's  a 
meal."  You  guessed  It  —  no  meal. 
Having  consumed  the  cheese  and 
crackers  and  apple  I  had  brought  my- 
self, I  named  these  diet  flights.  Be- 
ware. Be  prepared. 

Lastly,  and  If  there  is  room  left,  I 
throw  in  a  few  clothes.  Here  I  come, 
World. 

The  time  between  the  last  issue  of 
Renalife  and  this  one  had  several  fas- 
cinating medical  reports. 

One  of  the  problems  in  studying 
NIDDM  (Type  II  or  Non-Insulin  Depen- 
dent Diabetes  f^flellitus)  is  that  the  dis- 
ease usually  starts  long  before  it  is  di- 
agnosed. The  question  is,  how  long 


before?  Now,  Harris'  group  gives  us 
an  answer.  Retinopathy  (serious  eye 
disease)  exists  in  20.8%  of  U.S.  and 
9.9%  of  Australian  newly  diagnosed 
white  NIDDM  patients.  We  know  that 
the  longer  the  disease  has  been  pre- 
sent, the  more  retinopathy  is  present. 
Therefore  the  doctors  extended  this 
straight-line  relationship  backwards  to 
the  point  where  the  retinopathy  proba- 
bly began.  Using  the  information,  they 
guessed  how  long  it  would  take  NID- 
DMs  who  didn't  have  eye  disease 
when  they  were  diagnosed  to  develop 
retinopathy.  They  were  right.  Adding 
both  figures  they  concluded  that  be- 
tween 9  and  12  years  pass  between 
the  beginning  of  Type  II  diabetes  and 
its  diagnosis.  Indeed,  half  the  people 
with  Type  II  diabetes  don't  even  know 
they  have  it.  Using  the  new  informa- 
tion, we  can  better  understand  Type  II 
diabetes  and  its  complications. 

Harris'  study  doesn't  tell  us  any- 
(Continued  on  page  10) 


Social  Security,  SSI,  and  Medicare  facts  for  1993 


(Editor's  Note:  This  article  appeared 
in  the  January  1993  issue  of  the 
Braille  Monitor,  published  by  the  Na- 
tional Federation  of  the  Blind.) 

The  beginning  of  each  year  brings 
with  it  annual  adjustments  in  Social 
Security  programs.  The  changes  in- 
clude new  tax  rates,  higher  exempt 
earnings  amounts.  Social  Security 
and  SSI  cost-of-living  increases,  and 
changes  in  deductible  and  co-insur- 
ance requirements  under  Medicare. 
Here  are  the  new  facts  for  1993: 

FICA  and  Self-Employment  Tax 
Rates:  The  FICA  tax  rate  for  employ- 
ees and  their  employers  remains  at 
7.65%.  This  rale  includes  payments  to 
the  Old  Age,  Survivors,  and  Disability 
Insurance  (OASDI)  Trust  Fund  of 
6.2%  and  an  additional  1.45%  pay- 
ment to  the  Hospital  Insurance  (HI) 
Trust  Fund.  The  maximum  FICA 
amount  to  be  paid  by  an  employee 
during  1993  is  $5,528.70,  up  from 
$5,328.90  during  1992.  Self-employed 
persons  will  pay  a  Social  Security  tax 
of  15.3%  during  1993,  and  their  maxi- 
mum Social  Security  contribution  will 
be  $11,057.40.  The  self-employment 
tax  rate  of  15.3%  includes  12.4% 
which  is  paid  to  the  OASDI  trust  fund 
and  2.9%  which  is  paid  to  the  HI  trust 
fund. 

Ceiling  on  Earnings  Subject  to 
Tax:  During  1992  the  ceiling  on  tax- 
able earnings  for  contributions  to  the 
OASDI  trust  fund  was  $55,500.  and 


the  ceiling  on  taxable  earnings  for 
contribution  to  the  HI  trust  fund  was 
$130,200.  These  ceilings  have  been 
increased  for  1993  to  $57,600  for  the 
OASDI  trust  fund  and  $135,000  for 
the  HI  trust  fund. 

Quarters  of  Coverage:  Eligibility 
for  retirement,  survivors,  and  disability 
insurance  benefits  is  based  in  large 
part  on  the  number  of  quarters  of  cov- 
erage earned  by  any  individual  during 
periods  of  work.  Anyone  may  earn  up 
to  four  quarters  of  coverage  during  a 
single  year.  During  1992  a  Social  Se- 
curity quarter  of  coverage  was  credit- 
ed for  earnings  of  $570  in  any  calen- 
dar quarter.  Anyone  who  earned 
$2,280  for  the  year  (regardless  of 
when  the  earnings  occurred  during 
the  year)  was  given  four  quarters  of 
coverage.  In  1993  a  Social  Security 
quarter  of  coverage  will  be  credited  for 
earnings  of  $590  during  a  calendar 
quarter.  Four  quarters  can  be  earned 
with  annual  earnings  of  $2,360. 

Exempt  Earnings:  The  earnings 
exemption  for  blind  people  receiving 
Social  Security  Disability  Insurance 
(SSDI)  benefits  is  the  same  as  the  ex- 
empt amount  for  individuals  age  65 
through  69  who  receive  Social  Secun- 
ty  retirement  benefits.  The  monthly 
exempt  amount  in  1992  was  $850  of 
gross  earned  income.  During  1993  the 
exempt  amount  will  be  $880.  Techni- 
cally, this  exemption  is  referred  to  as 
an  amount  of  monthly  gross  earnings 
which  does  not  show  "substantial 


gainful  activity."  Earnings  of  $880  or 
more  per  month  before  taxes  for  a 
blind  SSDI  beneficiary  in  1993  will 
show  substantial  gainful  activity  after 
subtracting  any  unearned  (or  subsidy) 
income  and  applying  any  deductions 
for  impairment-related  work  expenses. 

Social  Security  Benefit  Amounts 
for  1993:  All  Social  Security  benefits, 
including  retirement,  survivors',  dis- 
ability, and  dependents'  benefits  are 
increased  by  3.0%  beginning  January. 
1993.  The  exact  dollar  increase  for 
any  individual  will  depend  upon  the 
amount  being  paid. 

Standard  SSI  Benefit  Increase: 
Beginning  January,  1993,  the  federal 
payment  amounts  for  SSI  individuals 
and  couples  are  as  follows:  individu- 
als, $434  per  month;  couples,  $652 
per  month.  These  amounts  are  in- 
creased from:  individuals,  $422  per 
month:  couples,  $633  per  month. 

Medicare  Deductibles  and  Co-in- 
surance: Medicare  Part  A  coverage 
provides  hospital  insurance  to  most 
Social  Security  beneficiaries.  The  co- 
insurance payment  is  the  charge  that 
the  hospital  makes  to  a  Medicare  ben- 
eficiary for  any  hospital  stay.  Medicare 
then  pays  the  hospital  charges  above 
the  beneficiary's  co-insurance 
amount.  The  Part  A  co-insurance 
amount  charged  for  a  hospital  stay  of 
not  longer  than  60  days  was  $652 
during  1992  and  is  increased  to  $676 
during  1993.  Beginning  with  the  61st 
day  through  the  90th  day  there  is  a 


daily  co-insurance  amount  of  $169  per 
day,  up  from  $163  in  1992.  Each 
Medicare  beneficiary  has  sixty  "re- 
serve days"  for  hospital  stays  longer 
than  ninety  days.  The  co-insurance 
amount  to  be  paid  during  each  re- 
serve day  is  $338,  up  from  $326  in 
1992. 

For  most  beneficiaries  there  is  no 
monthly  premium  charge  for  Medicare 
Part  A  coverage.  Persons  who  be- 
come ineligible  for  Social  Security  Dis- 
ability Insurance  cash  benefits  can 
continue  to  receive  Medicare  Part  A 
coverage  premium-free  for  36  months 
following  the  end  of  a  trial  work  peri- 
od. After  that  time  the  individual  may 
purchase  Part  A  coverage.  The  premi- 
um rate  for  this  coverage  during  1993 
is  $221  per  month. 

The  Medicare  Part  B  (medical  in- 
surance) deductible  remains  at  $100 
in  1993.  This  is  an  annual  deductible 
amount.  The  Medicare  Part  B  basic 
monthly  premium  rate  will  increase 
from  $31.80  charged  to  each  benefi- 
ciary and  withheld  from  Social  Securi- 
ty checks  during  1992  to  $36.60  per 
month  during  1993.  Medicare  Part  B 
coverage  may  be  continued  for  per- 
sons who  complete  a  trial  work  period 
and  become  ineligible  to  receive  So- 
cial Security  Disability  Insurance  cash 
benefits.  This  monthly  premium  rate  is 
$36.60,  the  same  amount  paid  by  So- 
cial Security  beneficiaries  through 
withholding  from  their  monthly  Social 
Security  checks. 
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Book  review  of 
Living  With  Diabetic  Complications 

A  Survival  Guide  for  Patients  by  a  Patient 


by  Judy  Curtis 
reviewed  by  Ed  Bryant 


Judy  Curtis'  book,  Living  With  Dia- 
betic Complications  deserves  spe- 
cial recognition.  This  294-page  text 
addresses  diabetics  who  have  experi- 
enced ramifications  of  diabetes  and 
lets  them  know  they  are  not  alone. 
This  book  is  recommended  for  all  dia- 
betics, both  those  who  are  facing 
complications  and  those  who  are  not. 
It  is  loaded  with  information  pertinent 
for  all  Type  I  and  Type  II  diabetics,  as 
well  as  anyone  interested  in  diabetes. 

This  informative  publication  dis- 
cusses all  aspects  of  diabetes  compli- 
cations. It  not  only  explains  what  can 
happen  and  why,  but  also  provides 
treatment  options  and  other  important 
resources.  The  following  diabetes 
complications  (and  treatments  for 
them)  are  thoroughly  discussed:  dia- 
betic retinopathy  (severe  vision  loss 
versus  legal  blindness  and  rehabilita- 
tion data),  kidney  disease  (dialysis 
and  transplantation),  all  types  of  nerve 
disorders  (diffused  neuropathy,  which 
affects  large  areas  of  the  body,  and 
focal  neuropathy  which  involves  indi- 
vidual nerves),  complication  of  the 
feet  and  legs  (peripheral  neuropathy 
and  peripheral  vascular  disease),  car- 
diovascular problems,  amputations, 
impotence,  and  so  on. 

Living  With  Diabetic  Complica- 
tions elaborates  on  the  emotional  im- 
pact of  complications  and  coping 
strategies,  expanding  upon  common 
feelings  of:  grief,  denial,  anger,  bar- 
gaining, depression,  acceptance, 
adaptation,  chronic  depression, 
stress,  guilt,  anxiety,  fear,  and  help- 
lessness. The  social  aspects  of  dia- 
betic side  effects  and  of  living  with 
others  are  extensively  covered.  Read- 
ers are  enlightened  about  work  and 
health  insurance  as  well  as  about  get- 
ting on  with  life  if  problems  occur. 

The  appendix  is  comprehensive, 
providing  resources  for  living  well  and 
finding  help.  Sixty-nine  organizations 
are  listed  along  with  publications  re- 
garding diabetes,  products,  and  ser- 
vices. The  book  contains  a  useful  bib- 
liography apprising  readers  of  avail- 
able books,  magazines,  and  medical 
journal  articles  along  with  a  helpful 
index  of  key  words. 

I  have  reviewed  many  books  re- 
garding diabetes  and,  to  repeat.  Liv- 
ing With  Diabetic  Complications  is 
very  good  and  I  recommend  it.  The 
book's  preface  follows,  along  with  or- 
dering information. 

Preface 

The  idea  for  Living  With  Diabetic 
Complications  grew  out  of  my  own 
search  for  a  comprehensive  guide  on 
the  subject  when  I  began  to  experi- 
ence diabetes-related  problems.  It 


soon  became  evident  that  available 
resources  on  this  aspect  of  the  dis- 
ease were  very  limited.  I  found  an 
abundance  of  material  devoted  to  pre- 
vention of  the  complications,  but  very 
little  addressed  to  those  of  us  who 
have  already  experienced  them. 

Because  they  are  the  negative, 
often  frightening  possible  conse- 
quences of  diabetes,  complications  in 
many  cases  are  considered  a  "hush- 
hush"  topic  by  health-care  profession- 
als in  the  field.  One  diabetes  educator 
told  me  that  doctors  on  her  health- 
care team  asked  her  not  to  bring  up 
the  subject  of  complications  in  her 
presentations  to  patients  because  it 
was  "depressing. " 

In  an  effort  to  reinforce  hope  and 
give  positive  approaches  to  the  man- 
agement of  diabetes,  its  sometimes 
serious  and  disabling  effects  are  by 
and  large  ignored  or  lightly  brushed 
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number  in  the  millions!  Available 
statistics  list  diabetes  as  causing 
12,000  new  cases  of  blindness  each 
year.  Diabetic  eye  disease  is  the  num- 
ber one  cause  of  blindness  in  people 
between  the  ages  of  20  and  74.  Ten 
percent  of  all  people  with  diabetes  de- 
velop some  kind  of  kidney  disease. 
I^orty-five  percent  of  all  nontraumatic 
leg  and  foot  amputations  in  the  US 
are  caused  by  diabetes  (about  54,000 
a  year).  Heart  disease  and  stroke 


over  in  patient  education.  The  person 
who  has  already  experienced  prob- 
lems is  often  left  feeling  isolated  and 
helpless  in  dealing  with  them.  Along 
with  this  comes  a  heavy  dose  of  guilt 
and  a  sense  of  failure  for  somehow 
having  "blown  ir  along  the  way. 

What  little  information  I  did  find  on 
diabetes-related  complications  was 
primarily  negative  and  woefully  inade- 
quate. Medical  journals  and  magazine 
articles  aimed  at  physicians  were  filled 
with  medical  jargon  and  cold  hard 
facts.  Articles  on  complications  in  dia- 
betes patient  magazines  also  tended 
to  give  just  the  clinical  data  and  em- 
phasized prevention  of  problems 
rather  than  how  to  cope  with  them 
once  they've  developed,  tvlost  of  the 
general  diabetes  education  books  ap- 
proached the  subject  apologetically  in 
a  brief  section  at  the  end.  Very  little 
material  addressed  the  particular 
emotional  and  social  concerns  of  the 
person  with  complications  or  gave 
guidance  on  making  satisfactory  life 
adjustments. 

This  lack  of  information  became 
even  more  appalling  when  I  discov- 
ered that  people  with  at  least  one  or 
more  major  diabetic  complications 


occur  much  more  frequently  in  the  di- 
abetic population. 

While  these  statistics  are  unpleas- 
ant and  perhaps  threatening,  they 
also  do  not  tell  the  whole  story.  Treat- 
ment for  most  complications  is  be- 
coming more  effective  and  there  are 
countless  resources  for  adapting  to 
even  the  most  serious  disabilities. 
Complications  that  were  almost  al- 
ways fatal  a  relatively  short  time  ago, 
such  as  heart  and  kidney  disease,  can 
now  be  managed  well. 

The  real  need,  then.  Is  to  reinforce 
hope  and  give  positive  approaches  in 
managing  not  only  diabetes  itself,  but 
also  diabetic  complications.  I  have 
known  several  people  with  diabetes 
who,  once  they  developed  severe 
problems,  became  so  overwhelmed 
that  they  appeared  to  just  give  up  on 
life.  This  does  not  have  to  happen!  It 
is  my  belief  that  with  the  proper  sup- 
port, encouragement  and  guidance,  it 
is  possible  to  cope  and  get  on  with  liv- 
ing life  to  the  fullest  despite  physical 
problems. 

The  purpose  of  this  book  is  to  at 
least  partially  fill  this  void  in  education, 
guidance  and  encouragement  for  peo- 
ple experiencing  diabetes-related 


problems.  I  hope  to  share  with  you 
ways  in  which  I've  come  to  adjust  and 
live  with  some  of  the  worst  possible 
consequences  of  diabetes.  After  thir- 
ty-five relatively  problem-free  years  as 
a  Type  I  diabetic,  I  began  to  experi- 
ence one  catastrophe  after  another: 
impaired  vision  due  to  retinopathy  and 
cataracts,  end-stage  renal  disease, 
coronary  artery  disease  leading  to  a 
heart  attack,  and  diabetic  neuropathy 
resulting  in  non-operable  bone  and 
joint  breakdown  in  both  feet  and  even- 
tually the  amputation  ol  my  right  foot. 
One  doctor  referred  to  me  as  a  "disas- 
ter waiting  to  happen. " 

Yet,  today,  eight  years  after  the 
onset  of  these  complications,  another 
physician  recently  called  me  "a  walk- 
ing miracle."  I  am  feeling  and  looking 
better  than  I  have  in  years  and  contin- 
uing to  live  an  active,  lull  life.  This  has 
been  made  possible  through  ad- 
vanced medical  treatments  such  as 
laser  therapy  and  cataract  surgery  for 
my  eyes,  dialysis  and  a  kidney  trans- 
plant for  the  renal  disease,  and 
quadruple  bypass  surgery  to  keep  my 
heart  ticking.  "Fast  Freddy, "  my  pros- 
thesis, has  allowed  me  to  walk  and 
even  dance  again.  I  have  certainly 
given  new  meaning  to  the  saying  that 
"after  age  forty,  it's  patch,  patch, 
patch. "  I've  often  felt  like  an  old  car 
that's  always  in  the  shop  for  repairs. 
No  sooner  is  one  part  fixed  than  an- 
other breaks  down.  At  least  I'm  thank- 
ful that  my  husband  has  never  threat- 
ened to  trade  me  in  on  a  new  model! 

Through  all  of  these  many  battles 
with  diabetes,  I  have  found  that  in 
every  case,  there  are  ways  to  adapt 
and  return  to  living  and  enjoying  life. 
In  and  out  of  hospital  beds  and  oper- 
ating rooms,  poked  and  prodded  by 
countless  doctors  in  a  dozen  special- 
ties, tested  and  x-rayed  over  every 
inch  of  my  body,  getting  around  by 
means  of  wheelchairs,  walkers, 
crutches  and  canes  —  through  all  of 
this  I  have  learned  to  be  content  and 
live  life  to  the  fullest  in  spite  of  my 
physical  limitations. 

I  credit  this  positive  outlook  to  my 
faith  in  God,  the  support  of  family  and 
friends,  wonderful  medical  care,  an 
optimistic  attitude,  and  a  well  devel- 
oped sense  of  humor  It  is  my  belief 
(Continued  on  page  10) 
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TABLE  1. 


TABLE  2. 


FACTORS  THAT  AFFECT 
GASTRIC  EMPTYING 


From  the  Voice  Editor:  The  Voice 
reaches  thousands  of  diabetics  and 
health  care  practitioners.  Although  the 
following  article  is  highly  technical,  it 
provides  valuable  information  for 
laypersons  as  well  as  health  profes- 
sionals. For  people  with  diabetes  who 
are  experiencing  problems  with  diges- 
tion, this  information  may  be  benefi- 
cial. Moreover,  many  physicians  will 
be  able  to  better  serve  patients  after 
reviewing  this  article. 

If  you  are  a  diabetic,  I  urge  you  to 
share  this  report  with  your  doctor  He 
or  she  may  be  enlightened  and  better 
able  to  serve  patients. 

Gastroparesis  is  a  delay  of  gastric 
emptying  in  the  absence  of  any  gas- 
tric outlet  obstruction.  Diabetes  melli- 
lus  may  be  complicated  by  gastro- 
paresis in  up  to  50%  of  patients.  Pro- 
viding control  of  symptoms  with  prop- 
er nutrition  and  blood  glucose  control 
is  a  challenging  clinical  problem.  Re- 
cent advances  in  our  knowledge  of 
gastric  motility,  new  diagnostic  tech- 
niques that  improve  our  diagnostic  ca- 
pability (such  as  isotope-labeled 
meals),  and  newer  drug  therapies 
have  greatly  enhanced  clinical  man- 
agement of  this  disorder. 

Pathophysiology 

The  stomach  can  be  considered  an 
organ  with  two  physiologic  parts:  the 
proximal  portion  (fundus  and  body) 
and  the  distal  portion  (lower  body  and 
antrum).  The  proximal  stomach  acts 
as  a  reservoir  for  food  and  adaptively 
dilates  in  response  to  gastric  disten- 
tion. This  adaptation  occurs  via  inhibi- 
tion of  the  basal  gastric  contraction, 
and  is  abolished  after  vagotomy. 

The  distal  stomach  acts  to  mix  and 
grind  solid  food  to  chyme-like  consis- 
tency (particles  <  2  mm  in  size).  Distal 
gastric  contractions  are  regulated  by  a 
pacemaker  found  on  the  greater  curve 
of  the  upper  body  of  the  stomach.  The 
pacemaker  generates  depolarizing 
events  that  are  propagated  to  the  py- 
lorus cyclically  at  a  rate  of  3-4  per 
minute.  Action  potentials  are  stimulat- 
ed during  these  depolarizing  events 
by  the  presence  of  food  and  neuro- 
transmitters. Action  potentials  cause 
peristaltic  waves  that  increase  in  am- 
plitude and  velocity  as  they  move  dis- 
tally.  As  the  peristaltic  wave  ap- 
proaches the  antrum,  the  terminal 
antrum  and  pylorus  close,  causing 
mixing  and  grinding  of  solid  food. 

Liquids  are  emptied  via  a  pressure 
gradient  created  by  the  basal  tonic 
pressure  in  the  stomach.  Solids  are 
emptied  after  they  are  ground  to  a 
chyme-like  consistency.  Indigestible 
solid  material  is  emptied  by  a  fasting 
electromechanical  activity  that  is 
known  as  the  migrating  motor  com- 
plex and  occurs  every  two  hours.  Fac- 
tors that  are  important  in  the  rate  of 
gastric  emptying  are  summarized  in 
Table  1. 

In  diabetes,  several  abnormalities 


of  the  vagus  nerve  have  been  found. 
These  include  direct  morphological 
damage  and  physiologic  evidence  of 
damage,  such  as  blunted  acid  secre- 
tion in  response  to  sham  feeding.  The 
rapid  early  emptying  of  solid  food 
found  in  postvagotomy  patients  is  not 
seen  in  those  with  diabetes;  this  differ- 
ence needs  further  explanation.  Other 
evidence  of  autonomic  dysfunction  — 
such  as  abnormal  cardiac  autonomic 
reflexes,  bladder  dysfunction,  and  im- 
potence —  usually  precede  gastro- 
paresis, suggesting  that  autonomic  in- 
jury through  the  vagus  is  an  important 
feature  in  diabetic  gastroparesis. 

With  regard  to  myoelectrical  activi- 
ty, disturbances  of  peristaltic  muscular 
contractions,  increased  basal  gastric 
pressure,  and  failure  of  the  migrating 
motor  complex  have  been  reported.  In 
addition,  nonpropulsive  and  continu- 
ous antral  contractions  have  been 
found.  These  abnormalities  usually 
cause  abnormal  emptying  of  solid 
food,  which  in  turn  produces  the 
symptoms  of  gastroparesis.  Liquids 
usually  empty  quickly  (in  the  first  15 
minutes)  because  the  normal  adaptive 
relaxation  of  the  proximal  stomach  is 
absent.  However,  in  a  few  patients 
there  is  a  decreased  rate  of  liquid 
emptying  as  well.  Indigestible  food 
matter  may  be  retained  in  the  stom- 
ach to  form  bezoars  because  of  the 
lack  of  migrating  motor  complexes. 

Diagnostic  Approach 

Diabetic  gastroparesis  is  usually  a 
complication  of  long-standing  insulin- 
dependent  diabetes,  with  the  average 
duration  of  diabetes  being  18.1  years. 
Abnormal  gastric  motility  can  be  de- 
tected before  clinical  symptoms  of 
gastroparesis  become  apparent.  The 
prevalence  ranges  from  0.08%  of  pa- 
tients in  one  retrospective  study  to 
50%  of  patients  who,  in  a  different 
study,  were  found  to  have  gastric 
motility  disorders  while  being  clinically 
asymptomatic.  The  symptoms  are 
nonspecific  and  include  postprandial 
upper  intestinal  complaints  of  epigas- 
tric pain,  nausea,  vomiting,  eariy  sati- 
ety, belching,  regurgitation,  postpran- 
dial fullness,  and  weight  loss.  Consti- 
pation and  diarrhea  may  also  be 
found.  Marked  variation  in  blood  sugar 
may  result  from  erratic  gastric  empty- 
ing with  abnormal  patterns  of  carbohy- 
drate absorption.  Gastroparesis  is  as- 
sociated with  other  signs  of  autonomic 
dysfunction,  and  cardiac  autonomic 
neuropathy  usually  precedes  gastro- 
paresis. 

Careful  evaluation  is  needed  for  the 
different  diagnosis  of  gastroparesis 
(Table  2).  Upper  intestinal  endoscopy 
is  the  primary  procedure.  It  is  helpful 
in  ruling  out  anatomical  gastric  outlet 
obstruction,  defining  any  morphologic 
lesions  such  as  ulcers  or  tumors,  and 
in  determining  the  presence  of  be- 
zoars of  food  particles. 

Endoscopy  will  not  show  any  motili- 
ty disorders;  gastric  emptying  can 


INCREASE  EMPTYING: 

Volume  (liquids) 

Food  composition 
Neutral  pH 
Iso-osmolar 
Calorically  inert 


DECREASE  EMPTYING: 

Acidity 

Hyperosmolarity 

Fat 

Amino  acids 


generally  be  measured  by  radiologic 
and  radioisotopic  techniques.  Radio- 
logic techniques  follow  the  emptying 
of  liquid  barium  sulfate  or  radiopaque 
meals.  Unfortunately,  only  the  time  of 
complete  stomach  emptying  can  be 
measured  since  residual  barium  can- 
not be  accurately  quantified.  Further, 
barium-impregnated  food  may  not 
measure  the  emptying  of  solids  be- 
cause the  barium  granules  rapidly  dis- 
associate into  the  liquid  phase. 

Radioisotopic  methods  using  exter- 
nal scanning  have  proved  to  be  reli- 
able noninvasive  techniques  for  mea- 
suring gastric  emptying.  The  most 
widely  used  radioisotope  is  tech- 
netium 99m  (99m  Tc),  which  is  bound 
to  sulfur  colloid  and  injected  into  a  live 
chicken.  About  90%  of  the  radioiso- 
tope is  taken  up  by  the  liver,  which  is 
cooked  and  then  eaten  as  a  test  meal 
on  an  empty  stomach.  In  our  hospital, 
the  meal  consists  of  7.5  oz.  of  un- 
tagged beef  stew  and  20  g  of  tagged 
chicken  liver  that  delivers  a  total  99m 
Tc  dose  of  200  MCI.  External  scan- 
ning is  begun  at  one  minute  and 
recorded  continuously  for  two  hours. 
A  gastric-emptying  profile  is  generat- 
ed by  computer;  abnormal  emptying  is 
defined  as  greater  than  50%  retention 
after  60  minutes.  It  is  also  possible  to 
record  both  liquid-  and  solid-phase 
gastric  emptying  simultaneously  using 
dual  radioisotopes. 

Therapy 

The  main  goal  of  therapy  is  to  pro- 
mote gastric  emptying  of  solid  food. 
Fluid  and  electrolyte  imbalance  should 
be  corrected  initially.  Small  meals  are 
better  tolerated  in  gastroparesis.  Indi- 
gestible or  difficult-to-digest  foods, 
such  as  green  vegetables  or  other 
high-fiber  foods,  may  induce  post- 
prandial symptoms  and  should  be 
avoided.  Any  associated  factors  that 
contribute  to  delayed  gastric  emptying 
should  also  be  treated  or  removed. 
These  include  concomitant  peptic 
ulcer  disease,  reflux  esophagitis,  and 
the  administration  of  anti-cholinergic 
drugs.  Since  glucose  levels  above 
200  mg/dl  have  been  shown  to  delay 
gastric  emptying,  better  glucose  con- 
trol may  be  beneficial  in  managing 
gastroparesis.  Limited  but  helpful 
pharmacologic  therapy  is  also  avail- 
able. 

Metoclopramide  is  strongly  cholin- 
ergic and  antidopaminergic.  This  drug 


DIFFERENTIAL  DIAGNOSIS 
OF  GASTROPARESIS 

MECHANICAL: 
Pyloric  stenosis  due  to  ulcers 
Obstructing  gastric  cancer 
Prolapsing  gastric  polyp 
Infantile  and  adult  hypertrophic 
pyloric  stenosis 

FUNCTIONAL: 
Metabolic 

Diabetic  hyperosmolar  state 

Diabetic  ketoacidosis 

Diabetic  gastroparesis 

Hypothyroidism 

Uremia 

?Pregnancy 
Acid  peptic 

Gastroesophageal  reflux 

Gastric  ulcer 

Atrophic  gastritis 
Medication 

Anticholinergic  drugs 

Narcotics 
Pseudo-obstruction 

Idiopathic 

Infiltrative  diseases 
(e.g.,  amyloid) 
Others 

Vagotomy 

Gastric  resection 

Anorexia  nervosa 

Schleroderma 


significantly  accelerates  gastric  emp- 
tying by  inhibiting  fundic  receptive  re- 
laxation and  by  coordinating  gastric, 
duodenal,  and  pyloric  motility.  The 
drug  alsa  activates  the  migrating 
motor  complex.  Metoclopramide  has  a 
helpful  antiemetic  effect  and  has  been 
shown  to  give  symptomatic  relief.  The 
usual  dose  is  10  mg,  given  15-30  min- 
utes before  each  meal  and  at  bed- 
time. Side  effects  (Table  3)  occur  in 
10%  to  20%  of  patients  and  are  se- 
vere in  1%.  Gastroparesis  that  is  un- 
responsive to  oral  metoclopramide 
has  been  reported  to  respond  to  the 
rectal  formulation  of  the  drug.  Subcu- 
taneous Reglan  has  been  recently  re- 
ported to  be  efficacious  in  relieving 
the  symptoms  of  gastroparesis  when 
severe  nausea  and  vomiting  interfere 
with  oral  administration.  Regardless  of 
the  route  of  administration,  there  is 
evidence  that  its  therapeutic  effect 
may  partly  disappear  during  long-term 
therapy. 

Bethanechol  was  used  in  years 
past  but  has  proven  to  be  inconsistent 
in  its  action.  It  also  had  untoward  side 
effects.  Other  drugs  are  being  used  in 
Europe  and  Canada,  including  dom- 
peridone,  a  benzimidazole  derivative 
that  is  a  peripheral  dopamine  antago- 
nist with  no  cholinergic  effects.  The 
drug  does  not  cross  the  blood-brain 
barrier  and  has  fewer  side  effects  than 
metoclopramide  (Table  3)  and 
bethanechol.  The  usual  dose  is  20  mg 
four  times  a  day.  Short-term  therapy  is 
useful,  but  there  have  been  conflicting 
reports  about  the  drug's  long-term  effi- 
cacy. While  gastric  emptying  appears 
unchanged  with  long-term  therapy, 
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TABLE  3. 

SIDE  EFFECTS  OF  DRUGS  USED  TO  TREAT  DIABETIC  GASTROPARESIS 

Generic  Name     Metociopramide 

Domperidone'                   Cisapride' 

Brand  name        Reglan 

Motilium'                           Propulside" 

Dose                1 0  mg,  1 5-30  min  ac  &  qh 

1 0  mg,  1 5-30  min  ac  &  qh     1 0  mg  qid 

Side  effects 


Drowsiness 

Restlessness 

Anxiety 

Constipation 

Diarrhea 

Dystonia  reactions  (1%) 

Tremor 

Rigidity 

Akinesia 

Raises  prolactin 


Raises  prolactin 
Nervousness 
Headache 
Dry  mouth 
Diarrhea 


Abdominal  cramps 
Diarrhea 
Headache 
Dizziness 


"Available  only  in  Canada  and  Europe  at  present. 


patients  do  report  some  symptomatic 
relief. 

Cisapride  is  a  new  class  of  drug 
ttiat  is  believed  to  increase  gastric 
motility  by  enhancing  ttie  release  of 
acetylcholine  from  postganglionic  neu- 
rons in  the  gut.  Few  adverse  effects 
have  been  reported.  In  contrast  to 
metociopramide  and  domperidone, 
long-term  administration  of  cisapride 
has  been  associated  with  improved 
gastric  emptying. 

Erythromycin  has  been  found  to 
bind  to  molilin  receptors  which  are 
found  mainly  in  the  gastric  antrum  and 
proximal  duodenum.  Recent  experi- 
ence has  shown  that  200  mg  of  ery- 
thromycin ethylsuccinate  given  intra- 
venously after  meals  improved  gastric 
emptying  of  liquids  and  solids  in  dia- 
betic gastroparesis.  This  effect  was 


Ed  Bryant,  editor,  Voice  of  the  Dia- 
betic, corresponds  on  behalf  of 
himself  and  the  National  Federation 
of  the  Blind. 

The  following  is  an  exchange  of  let- 
ters initiated  by  Mr.  IVIyrI  Weinberg, 
Vice  President/Programs,  American 
Diabetes  Association.  On  October  30, 
1992  he  wrote  to  me  at  Voice  of  the 
Diabetic.  Mr.  Marc  Maurer,  President 
of  the  National  Federation  of  the 
Blind,  sent  his  response  to  Mr.  Wein- 
berg on  November  19.  1992.  On 
November  30,  1992.  I  responded  to 
Mr.  Weinberg's  October  30  letter  as 


also  seen  after  four  weeks  of  oral 
therapy  (250  mg  erythromycin  ethyl- 
succinate taken  three  times  a  day,  30 
minutes  before  meals).  The  potentially 
serious  liver  injury  was  not  seen  in  the 
study,  but  liver  function  must  be  moni- 
tored by  periodic  blood  tests.  The 
newer  macrolides  are  better  tolerated, 
but  have  not  been  evaluated  for  gas- 
troparesis. 

Surgical  therapy  employing  pyloro- 
plasty, gastric  resection,  and  gastroje- 
junostomy has  been  tried.  These  pro- 
cedures are  usually  reserved  for  se- 
vere refractory  gastroparesis.  Roux- 
en-Y  gastrectomy  has  been  reported 
to  have  some  success  when  conser- 
vation surgical  procedures  have 
failed.  Endoscopic  gastrostomy  for  de- 
compression and  feeding  jejunostomy 
have  also  been  reported. 


Summary 

Diabetic  gastroparesis  usually  pro- 
duces abnormal  emptying  of  solid 
food,  mainly  because  of  vagal  injury. 
The  gastric-emptying  scan  using  tech- 
netium is  the  best  diagnostic  ap- 
proach, and  upper  endoscopy  is  use- 
ful in  ruling  out  associated  conditions, 
lyietoclopramide  is  the  first  drug  of 
choice,  and  though  helpful  initially, 
symptoms  do  tend  to  reoccur  after  six 
months.  Cisapride,  available  in  Cana- 
da, shows  great  promise  for  the  long- 
term  management  of  diabetic  gastro- 
paresis. Erythromycin  may  prove 
helpful  to  patients  who  do  not  respond 
to  therapy  with  metociopramide.  Sur- 
gical therapy  is  useful  only  in  the  most 
sever  and  refractory  cases. 

Dr.  Desai  is  with  the  Division  of 
Gastroenterology  and  Nutrition  at 
Winthrop  University  Hospital  in  Mineo- 
la.  New  York,  and  the  State  University 
of  New  York  at  Stony  Brook.  Dr.  Bu- 
rakoff  is  affiliated  with  the  same  insti- 
tutions. 
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well. 

Mr.  Kenneth  Jernigan,  President 
Emeritus  of  the  National  Federation  of 
the  Blind,  and  Editor  of  the  Braille 
Monitor,  published  the  three  letters  in 
the  February  1993  issue  of  the  Moni- 
tor. I  reprint  the  letters,  along  with  his 
introduction. 

From  the  Editor  [Mr.  Jernigan 
writes]:  Ed  Bryant  of  Columbia,  Mis- 
souri, is  the  highly  respected  editor  of 
the  Voice  of  the  Diabetic.  He  not 
only  gives  tirelessly  of  his  time  and 
devotion  but  also  knows  how  to  speak 
plainly  and  cut  through  verbal  non- 
sense when  the  situation  warrants. 
The  Voice  of  the  Diabetic,  which  is 
the  publication  of  the  Diabetics  Divi- 
sion of  the  National  Federation  of  the 
Blind,  has  experienced  phenomenal 
growth  during  the  past  few  years.  It 
has  a  current  circulation  of  almost 
50,000,  with  every  prospect  that  this 
figure  will  double  in  the  not-too-distant 
future.  I  think  Monitor  readers  will  find 
the  following  correspondence  interest- 
ing. It  has  implications  far  beyond  the 
situation  of  those  who  have  diabetes. 
It  requires  no  explanation,  so  here  it 


American  Diabetes  Association 
Alexandria,  Virginia 
October  30,  1992 

Ed  Bryant,  Editor 
Voice  of  the  Diabetic 

Columbia,  Missoun 

Dear  Mr.  Bryant: 

The  President  of  our  association,  F. 
Xavier  Pi-Sunyer,  M.D.,  recently 
shared  with  me  your  letter  seeking 
subscriptions  for  the  Voice  of  the  Dia- 
betic. We  are  extremely  concerned 
about  the  language  used  in  the  letter 
and  the  newsletter.  The  way  in  which 
you  describe  diabetes  leads  us  to  be- 
lieve that  you  have  not  had  access  to 
up-to-date  information  about  the  dis- 
ease and  some  of  the  issues  con- 
fronting people  with  diabetes. 

For  example,  people  with  diabetes 
prefer  not  to  be  labelled  "diabetic." 
They  are  people  first,  not  the  disease. 
As  a  friend  said,  "People  with  hernias 
are  not  called  'hernias'."  Several  years 
ago,  the  American  Diabetes  Associa- 
tion adopted  a  position  that  eliminates 
the  use  of  the  term  "diabetic"  as  a 
noun  from  all  of  our  communications, 
both  verbal  and  written. 


Other  language  used  in  your  letter 
was  even  more  disturbing.  For  exam- 
ple, stating  that  "diabetes  can  be  ...  a 
mere  nuisance  which  if  properly  con- 
trolled, will  not  usually  cause  chronic 
problems,"  indicates  a  lack  of  aware- 
ness of  the  actual  seriousness  of  the 
disease  and  the  documented  likeli- 
hood of  complications. 

The  association  realizes  that  you 
are  attempting  to  offer  a  needed  ser- 
vice to  people  with  diabetes  who  are 
blind.  However,  we  urge  you  to  be- 
come more  informed  about  the  dis- 
ease and  other  services  available  to 
people  with  diabetes.  One  way  to  do 
this  is  to  become  a  member  of  the 
American  Diabetes  Association.  For 
only  $24.00  a  year  you  can  receive 
our  comprehensive  monthly  magazine 
Diabetes  Forecast.  This  consumer 
health  magazine  is  for  our  lay  mem- 
bers and  is  full  of  helpful  articles  and 
medical  information,  all  based  on  the 
latest  research  and  scientific  and 
medical  facts.  The  scientific  and  medi- 
cal accuracy  of  Diabetes  Forecast  is 
ensured  by  an  editonal  board  of  dia- 
betes experts  who  review  each  article 
for  compliance  with  the  association's 
(Continued  on  page  8) 
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Clinical  Practice  Recommendations 
(enclosed). 

I  have  also  enclosed  a  resource  list 
indicating  how  and  where  to  obtain 
American  Diabetes  Association  mate- 
rials in  formats  for  the  blind  and  visu- 
ally impaired,  as  well  as  our  general 
publications  catalog. 

In  addition,  I  have  enclosed  mem- 
bership information  for  your  conve- 
nience. I  sincerely  hope  that  you  will 
become  a  member  and  take  other 
steps  to  become  more  informed  in 
order  to  ensure  that  your  readers  are 
receiving  accurate,  up-to-date  infor- 
mation. 

Sincerely, 

ti^yrl  Weinberg 

Vice  President,  Programs 


Baltimore,  (Maryland 
November19,  1992 

Dear  t^r.  Weinberg; 

I  have  received  a  copy  of  your  let- 
ter of  October  30,  1992,  which  you 
sent  to  Mr.  Ed  Bryant,  and  I  think  that 
the  patent  misunderstanding  that  it 
contains  should  be  cleared  away.  The 
National  Federation  of  the  Blind  has 
from  time  to  time  invited  the  American 
Diabetes  Association  to  work  cooper- 
atively to  address  the  problems  faced 
by  blind  diabetics.  As  tat  as  1  am  able 
to  defermine,  the  American  Ofabetes 
Association  decided  to  leave  the  solu- 
tion of  those  problems  to  the  National 
Federation  of  the  Blind  and  its  Diabet- 
ics Division. 

In  your  letter  you  indicate  that  you 
think  the  language  of  l^/lr.  Bryant's  let- 
ter demonstrates  that  he  does  not  ap- 
preciate the  severity  of  the  disease. 
Such  a  statement  illustrates  your  lack 
of  knowledge  and  understanding.  Ed 
Bryant  is  a  man  who  has  built  an  or- 
ganization to  assist  those  who  are  fac- 
ing the  catastrophe  of  kidney  failure 
and  the  other  devastating  effects  of  di- 
abetes. His  job  (one  he  accomplishes 
with  energy,  skill,  and  a  tremendous 
depth  of  understanding)  is  to  help 
those  who  feel  discouragement  and 
despair  find  meaning  and  hope  in  their 
lives  when  loo  many  others  are  urging 
them  to  believe  that  there  is  nothing 
left  but  delenoration  and  debilitation. 

l^/lr.  Bryant  is  himself  a  blind  diabet- 
ic. He  has  suffered  from  severe  kid- 
ney damage,  and  he  has  received  a 
kidney  transplant.  Not  only  does  he 
work  with  diabetes  every  day,  but  he 
also  knows  the  disease  firsthand. 

Your  letter  suggests  that  the  maga- 
zine edited  by  Mr.  Bryant  is  not  accu- 
rate, scientifically  or  medically.  The 
Voice  of  the  Diabetic  has  some  of 
the  best  medical  talent  available  to  it 
currently  practicing  in  the  area  of  dia- 
betes. I  suspect  that  this  magazine  is 
at  least  as  accurate  as  the  publication 
you  produce. 

To  speak  plainly,  Mr.  Weinberg, 
one  of  the  problems  that  we  have  in 
the  National  Federation  of  the  Blind  is 
that  some  of  the  advertising  about  dia- 
betes is  so  tremendously  negative. 


Blindness  can  be  reduced  to  the  level 
of  a  physical  nuisance,  but  to  the 
newly  blinded  it  often  appears  to  be  a 
catastrophe.  When  the  individual  who 
has  become  blind  also  faces  diabetes, 
which  is  frequently  described  as  a 
catastrophe,  the  problem  is  com- 
pounded. 

Unless  individuals  possess  at  least 
some  hope,  progress  toward  building 
a  decent  life  is  most  unlikely.  Ed 
Bryant  has  been  given  the  task  of 
finding  a  way  to  encourage  those  who 
are  both  blind  and  diabetic,  and  he 
does  the  job  well. 

Incidentally,  your  argumentative 
salvo  about  "people  first"  language  is 
unimpressive.  You  say  that  "people 
are  people  and  not  diabetics."  Howev- 
er, on  your  resource  list,  you  are  per- 
fectly willing  to  denominate  a  class  of 
people  as  '1he  blind."  Consequently,  it 
is  obvious  that  you  do  not  use  "people 
first"  language  except  in  those  in- 
stances when  you  feel  like  it. 

I  think  the  flap  about  "people  first- 
language  is  mostly  a  bunch  of  non- 
sense. I  am  blind,  and  I  don't  mind 
being  called  blind.  After  all,  that's  what 
I  am.  I  don't  remember  ever  meeting  a 
doctor  who  objected  to  being  called  a 
doctor.  The  analogies  are  legion,  and 
your  argument  amounts  to  quibbling.  I 
have  suggested  (humorously)  to  some 
people  that  we  should  not  call  the  fe- 
males of  the  species  "women."  They 
are  "people"  who  possess  female 
characteristics. 

Leaving  all  of  this  to  one  side,  I 
would  like  to  renew  the  invitation  ot 
the  Naffonal  Federation  of  the  Blind 
for  the  American  Diabetes  Association 
to  cooperate  with  us  in  addressing  the 
problems  that  blind  diabetics  have.  I 
think  the  American  Diabetes  Associa- 
tion does  some  very  worthwhile  work. 
I  think  that  your  organization  has 
some  good  advice  that  could  help  us. 
I  think  the  National  Federation  of  the 
Blind  also  does  worthwhile  work,  and 
that  we  have  some  knowledge  that 
can  help  your  members. 

I  want  to  get  beyond  the  argumen- 
tation stage  of  communication  so  that 
we  may  have  substantive  interaction. 
If  it  will  help,  I  will  change  my  form  of 
speaking  about  those  who  suffer  from 
diabetes.  Perhaps  there  is  more  in  the 
change  in  language  than  originally 
meets  the  eye.  Please  let  me  know 
whether  there  is  a  likelihood  that  we 
may  discuss  the  possibility  of  joint 
projects. 

Very  truly  yours. 

Marc  Maurer,  President 

National  Federation  of  the  Blind 


Diabetics  Division 
National  Federation  of  the  Blind 
Columbia,  Missouri 
November  30,  1992 

Dear  Mr.  Weinberg: 

Your  letter  dated  October  30,  1992 
stated  that  the  president  of  your  asso- 
ciation, F.  Xavier  Pi-Sunyer,  M.D.,  and 
you  are  extremely  concerned  about 
the  language  I  used  in  a  letter  seeking 
subscriptions  to  the  Voice  of  thie  Dia- 
betic as  well  as  that  used  in  the 
Voice  itself.  You  wrote,  "The  way  in 


which  you  describe  diabetes  leads  us 
to  believe  that  you  have  not  had  ac- 
cess to  up-to-date  information  about 
the  disease  and  some  of  the  issues 
confronting  people  with  diabetes.  For 
example,  people  with  diabetes  prefer 
not  to  be  labeled  diabetic.  They  are 
people  first,  not  the  disease  ..." 

I  have  personally  dealt  with  insulin 
dependent  diabetes  for  more  than  34 
years.  I  am  blind  due  to  diabetic 
retinopathy;  I  have  experienced  renal 
failure  and  have  undergone  kidney 
transplantation.  I  know  firsthand  the 
issues  confronting  people  with  dia- 
betes. Furthermore,  as  editor  of  the 
Voice  of  ttie  Diabetic,  I  am  in  con- 
stant communication  with  other  dia- 
betics, health  care  professionals  such 
as  physicians  including  specialists  in 
diabetes,  registered  nurses,  regis- 
tered dietitians,  and  diabetes  educa- 
tors to  name  a  few.  I  receive  and  re- 
view the  information  from  the  Centers 
for  Disease  Control,  diabetes  re- 
search organizations,  and  countless 
other  documents  as  well.  I  have  at- 
tended numerous  seminars  across  the 
nation  regarding  the  disease.  Keeping 
myself  well-informed  Is  one  of  my  du- 
ties as  editor  of  the  Voice,  which  is 
part  of  the  support  and  information 
network  of  the  Diabetics  Division  of 
the  National  Federation  of  the  Blind.  I 
do  not  lake  lightly  your  opinion  that  I 
do  not  have  access  to  up-to-date  in- 
formation and  the  Issues  confronting 
people  with  diat>etes.  Not  only  Is  such 
Information  available  to  me,  I  utilize 
the  data  to  apprise  Voice  readers. 
Such  communication  demonstrates 
that  diabetics  have  options.  I  ask  you, 
sir,  do  you  have  diabetes  and  first- 
hand knowledge  of  Its  ramifications? 

Your  statement  about  the  use  of 
the  term  diabetic  is  apparently  a  prob- 
lem (perhaps  denial)  with  leaders  of 
the  American  Diabetes  Association. 
Your  problem  is  with  lexicographers 
and  semantlclsts,  not  me.  I  will  not 
take  Issue  with  the  use  of  words  com- 
monly found  In  dictionaries,  norland's 
Illustrated  Medical  Dictionary  (27th 
Edition)  defines  the  word  diabetic  as 
"1 .  pertaining  to  or  affected  with  dia- 
betes. 2.  a  person  with  diabetes."  The 
Merck  Manual  uses  the  word  diabetic 
frequently  to  describe  persons  with  di- 
abetes. The  word  Is  used  routinely  in 
articles  from  scientific  journals.  The 
vast  majority  of  newspaper  clippings  I 
receive  concerning  diabetes  use  the 
word  diathetic,  many  are  articles  writ- 
ten by  health  care  professionals.  In 
conversations  and  written  communi- 
cations with  health  care  providers,  the 
word  diabetic  is  used  frequently  and 
without  hesitation.  Participants  in 
seminars  on  diabetes,  including  mem- 
bers of  your  association,  have  used 
the  term  diabetic  in  their  presenta- 
tions. Almost  invariably  individual 
PERSONS  will  say  they  are  diabetic.  I 
have  served  on  the  staff  of  a  diabetic 
children's  camp,  and  almost  every 
young  person  present  called 
himself/herself  diabetic  without  a  sec- 
ond thought.  Had  camp  participants 
been  "trained"  not  to  use  the  word  dia- 
betic by  health  care  professionals  and 
others,  they  would  not  have  used  it. 
But,  they  did  use  the  word  because 
these  adults  had  no  problem  with 


using  this  term. 

I  asked  an  Insulin-dependent  physi- 
cian who  specializes  In  treating  dia- 
betes, an  ADA  member  no  less,  to 
comment  on  the  use  of  the  word  dia- 
betic. He  said  that  grammatically  there 
is  nothing  wrong  with  using  the  term 
diabetic  or  with  referring  to  people 
who  have  diabetes  as  diabetics.  In  ad- 
dition, he  said,  "Some  have  psycho- 
logical hang-ups  about  using  the  term 
diabetic.  Most  of  us  who  have  dia- 
betes could  care  less  if  we  are  called 
diabetics."  When  I  remarked  that  the 
ADA  doesn't  use  the  term  diabetic,  he 
responded  in  disbelief  stating,  "It's  just 
too  much  verbiage  not  to  use  the  term 
diabetic."  I  find  it  interesting  that  your 
letter  states  the  ADA  adopted  a  policy 
several  years  ago  which  eliminated 
the  term  diabetic.  Out  of  curiosity  I  ex- 
tracted a  Diabetes  Forecast  from  my 
literature  library.  This  happened  to  be 
the  July  1992  issue  and  on  page  6  in 
the  "Mail  Call"  column  the  word  dia- 
betic was  used. 

I  am  Interested  in  documentation 
'regarding  your  statement  that  people 
with  diabetes  prefer  not  to  be  called 
diabetic.  I  am  astonished  that  the  ADA 
has  eliminated  the  use  of  a  word  that 
is  part  of  the  accepted  academic  and 
common  language.  I  resent  your  impli- 
cation that  my  use  of  the  word  diabet- 
ic doesn't  recognize  that  diabetics  are 
people. 

The  third  paragraph  of  your  letter 
states,  "Other  language  used  In  your 
letter  was  even  more  disturbing," 
Using  an  example  of  a  partial  quote 
from  me  ("diabetes  can  be.  .  .a  mere 
nuisance  which  If  property  controlled, 
will  not  usually  cause  chronic  prob- 
lems"), you  stated  the  PARTIAL  quote 
"indicates  a  lack  of  awareness  of  the 
actual  seriousness  of  the  disease  and 
the  documented  likelihood  of  compli- 
cations." What  you  have  quoted  is  out 
of  context.  The  whole  sentence  ap- 
pearing in  my  letter  states,  "We  at  the 
NFB  Diabetics  Division  know  that  dia- 
betes can  be  quite  devastating,  or  a 
mere  nuisance  which  if  properly  con- 
trolled, will  not  usually  cause  chronic 
problems."  How  Interesting  that  quot- 
ing the  complete  sentence  changes 
the  meaning  entirely! 

You  apparently  take  issue  with  that 
part  of  my  statement  which  refers  to 
the  FACT  thai  diabetes  can  be  a  mere 
nuisance.  Although  it  is  well  known 
that  diabetes  causes  catastrophic 
complications,  I  feel  it  is  important  for 
diabetics  to  know  there  are  literally 
thousands  of  persons  who  have  dia- 
betes who  do  not  experience  severe 
problems,  and  for  them  it  is  a  mere 
nuisance.  A  new  book  titled  Diabetes: 
Beating  the  Odds  by  Elliot  J.  Rayfield, 
M.D.  and  Cheryl  Solimini,  illustrates 
my  point.  The  news  release  for  the 
book  states,  "Diabetes  —  while  poten- 
tially fatal  —  can  also  be  harmless 
and  undisruptive  if  diagnosed  quickly, 
treated  correctly  by  the  doctor,  and 
managed  carefully  by  the  patient.  It  is 
even  possible  to  prevent  its  onset  al- 
together." Are  you  going  to  write  those 
authors  that  the  statement  above  "in- 
dicates a  lack  of  awareness  of  the  ac- 
tual seriousness  of  the  disease  and 
documented  likelihood  of  complica- 
tions" as  you  have  written? 
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Thank  you  for  recognizing  that  I  am 
"attempting  to  offer  a  needed  service 
to  people  with  diabetes  who  are 
blind."  For  seven  years  I  have  been 
attempting  to  educate  not  only  blind 
diabetics  but  diabetics  in  general 
about  the  disease,  its  ramifications, 
and  options.  In  seven  years  time  the 
circulation  of  the  Voice  has  grown 
from  600  to  more  than  49,000,  which 
indicates  that  our  publication  is  need- 
ed and  used.  I  receive  many  compli- 
ments about  the  Voice  from  diabetics 
as  well  as  from  professionals,  includ- 
ing members  of  your  association. 

You  state,  "However,  we  urge  you 
to  become  more  informed  about  the 
disease  and  other  services  available 
to  people  with  diabetes.  One  way  to 
do  this  is  to  become  a  member  of  the 
American  Diabetes  Association."  Al- 
though I  appreciate  your  soliciting  my 
subscription  to  Diabetes  Forecast,  you 
should  be  aware  that  I  already  receive 
It  and  many  other  publications  regard- 
ing diabetes.  I  am  sure  that  ADA  pub- 
lications are  accurate  and  are  based 
on  the  latest  scientific  research.  I  peri- 
odically make  Voice  of  the  Diabetic 
readers  aware  of  some  of  your  publi- 
cations and  provide  ordering  instruc- 
tions. 

For  your  information,  I  am  a  past 
member  of  the  ADA  and  was  very  ac- 
tive In  my  local  chapter,  giving  consid- 
erable time  and  business  expertise  to 
your  group.  Although  I  was  losing  vi- 
sion at  the  time,  no  one  seemed  to 
mind  until  the  day  I  became  blind. 
From  that  point  on,  I  was  never  again 
invited  to  attend  another  American  Di- 
abetes Association  function.  I  was 
never  again  asked  to  help  with  fund 
raising,  membership  recruitment,  and 
so  on.  From  the  time  I  became  notice- 
ably blind,  your  association  excluded 
me.  Once  again,  a  few  years  later,  I 
joined  your  group  because  the  local 
leaders  seemed  a  bit  more  profes- 
sional. Unfortunately,  I  still  was  never 
asked  to  participate  in  any  ADA  activi- 
ties. The  only  thing  asi<ed  of  me  was 
to  make  donations  to  h"lp  your  asso- 
ciation. 

I,  along  with  thousdnds  of  members 
of  the  National  Federation  of  the 
Blind,  know  that  blindness  is  a  physi- 
cal nuisance  but  does  not  preclude 
one  from  having  a  full  life.  It  is  well 
documented  that  thousands  of  blind 
men  and  women  enjoy  life  and  are  In- 
volved in  the  mainstream,  raising  fam- 
ilies, working  as  educators,  lawyers, 
production  workers,  etc.  Our  Federa- 
tion assists  people  with  all  aspects  of 
blindness,  providing  support  and  infor- 
mation. 

In  1986  Karen  Mayry,  president  of 
our  NFB  Diabetics  Division  at  the 
time,  received  and  responded  to  a  let- 
ter from  Frank  Vinicor,  M.D.,  Chair- 
man, Committee  on  Affiliate  Associa- 
tions of  the  American  Diabetes  Asso- 
ciation. Dr.  Vinicor  seemed  concerned 
about  problematic  areas  which  might 
make  It  difficult  for  Individuals  to  be- 
come involved  in  ADA  activities.  Mrs. 
Mayry  asked  me  to  also  respond  In 
order  to  help  document  such  prob- 
lems. (Dr.  Vinicor  did  not  further  con- 
tact either  Mrs.  Mayry  or  myself.)  Un- 
fortunately, we  find  that  exclusionary 
practices  still  exist  in  your  association. 


I  continue  to  receive  reports  from  blind 
men  and  women  who  do  not  feel  wel- 
come at  ADA  meetings. 

In  1990  ADA  chapter  offices  re- 
ceived a  questionnaire  regarding  a 
new  product;  one  section  was  con- 
cerned with  the  use  of  the  new  prod- 
uct by  diabetics  with  vision  loss.  The 
completed  form  was  to  be  returned  to 
Fred  Meier,  Affiliate  Program  Ser- 
vices, American  Diabetes  Association. 
Alexandria,  Virginia.  Because  the  doc- 
ument seemed  to  indicate  an  interest 
on  the  part  of  your  association  to  find 
ways  to  assist  diabetics  who  happen 
to  be  blind,  I  contacted  Mr.  Marc  Mau- 
rer.  President,  National  Federation  of 
the  Blind,  regarding  the  possibility  of  a 
meeting  between  representatives  of 
our  Federation  and  Mr.  Meier  of  your 
association,  for  an  exchange  of  ideas 
so  the  mission  of  each  group  could  be 
discussed,  and  to  find  ways  we  could 
work  together.  Mr.  Meier  accepted  Mr. 
Maurer's  Invitation  to  meet  with  him, 
Mrs.  Mayry,  and  myself.  The  meeting 
was  to  take  place  at  our  headquarters, 
located  at  the  National  Center  for  the 
Blind,  Baltimore,  Maryland.  We  had 
expectations  that  this  conference 
would  be  fruitful  because  your  associ- 
ation has  a  good  name.  Mrs.  Mayry 
and  I  flew  to  Baltimore  at  the  Federa- 
tion's expense  to  participate  in  the 
meeting,  but  at  meeting  time,  Mr. 
Meier  did  not  show  up.  Moreover,  he 
did  not  contact  Mr.  Maurer  to  let  him 
know  he  would  not  be  able  to  attend. 
Not  informing  Mr.  Maurer's  office 
demonstrated  an  extreme  lack  of 
courtesy  and  unprofesslonalism  on 
the  part  of  the  hierarchy  of  the  ADA. 

The  aforementioned  Is  lengthy. 
However,  since  you  apparently  take 
issue  with  my  editorship  of  the  Voice, 
my  knowledge  regarding  diabetes  and 
so  on,  an  in-depth  response  was  war- 
ranted. 1  am  cognizant,  as  hopefully 
you  are,  that  all  diabetics,  blind  and 
sighted,  will  best  be  served  by  the 
American  Diabetes  Association's  and 


From  the  Editor:  In  my  article  "Up- 
date: Insulin  vial  configurations  would 
eradicate  errors, "  published  in  the  win- 
ter 1993  edition  of  the  Voice  of  the 
Diabetic,  I  wrote  about  the  need  for 
uniquely  shaped  insulin  vials  to  help 
blind  and  sighted  diabetics  identify 
types  of  insulin  by  touch. 

In  the  story  was  a  letter  I  received 
from  the  Food  and  Drug  Administra- 
tion, along  with  my  response.  I  was 
amazed  that  insulin  was  not  packaged 
in  uniquely  shaped  containers  for 
ease  of  identification  and  improved 
safety.  I  have  received  much  commu- 
nication regarding  vial  configuration 
from  health  care  providers  and  layper- 
sons, with  the  unanimous  consensus 
that  different  types  of  insulin  should 
be  packaged  in  differently  shaped 
vials  for  greater  safety. 

The  following  is  a  letter  I  received 
which  outlines  the  thinking  of  a  health 
professional. 


Michael  R.  Cohen,  MS,  FASHP 
Institute  for  Safe  Medication 

Practices,  Inc. 
Huntingdon  Valley,  PA 


the  National  Federation  of  the  Blind's 
working  together.  Your  association 
publishes  comprehensive  information 
regarding  diabetes,  and  it  is  this  im- 
portant communication  which  helps  to 
educate  many  more  individuals  who 
have  the  disease.  Our  Federation  also 
publishes  comprehensive  information 
regarding  all  aspects  of  blindness 
which  can  be  extremely  helpful  to 
many  of  your  members.  I  urge  you  to 
"look  at  the  entire  picture"  and  contact 
us  so  we  can  productively  work  to- 
gether. My  door  is  always  open  to  es- 
tablish dialogue  regarding  our  com- 
mon mission  of  helping  diabetics. 

Most  sincerely, 

Ed  Bryant 

Editor,  Voice  of  the  Diabetic 

Update  from  the  Voice  Editor:  On 
Inarch  24.  1993,  after  they  were  ad- 
vised of  our  publication  of  the  above 
correspondence,  the  American  Dia- 
betes Association  sent  the  following 
clarification  to  l^r.  l\Aarc  l\Aaurer,  Presi- 
dent of  the  National  Federation  of  the 
Blind.  Although  the  subject  of  the  en- 
tire exchange  was  the  Voice  of  the 
Diabetic  and  my  qualifications  to  write 
about  diabetes.  I  have  received  no  di- 
rect communication  on  this  matter 
from  the  ADA. 

American  Diabetes  Association 
Alexandria,  Virginia 
March  24.  1993 


Marc  Maurer.  President   ,, 

National  Federatiori  of  the 
Baltimore,  Maryland 


Dear  Mr.  Maurer: 

I  want  to  thank  you  for  responding 
to  my  letter  to  Mr.  Bryant.  I  will  be 
more  than  happy  to  meet  with  you  to 
discuss  potential  cooperative  efforts 
between  our  organizations.  I  believe 
that  a  major  goal  of  each  of  our  orga- 
nizations is  to  provide  the  highest 

A  letter  to  the  editor 

February  2,  1993 
Ed  Bryant,  Editor 
Voice  of  the  Diabetic 

Dear  Mr.  Bryant: 

A  recent  issue  of  Voice  of  the  Dia- 
betic was  fonwarded  to  me  by  one  of 
your  readers.  The  article  about  insulin 
vial  configuration  caught  my  eye.  Our 
institute  has  an  agreement  with  the 
United  States  Pharmacopeia,  Inc.,  to 
operate  the  Medication  Error  Report- 
ing Program  (USP  MERP),  a  system 
used  by  health  care  practitioners,  to 
voluntarily  and  confidentially  report 
mistakes  they  or  their  colleagues  have 
made.  The  idea  is  to  educate  one  an- 
other about  medical  errors  in  the  hope 
that  such  knowledge  will  help  reduce 
the  incidence. 

We  are  in  support  of  your  proposal 
to  change  insulin  vial  configurations  In 
order  to  reduce  dosage  errors.  This 
would  be  helpful  to  health  care  practi- 
tioners as  well  as  diabetic  patients. 
Unfortunately,  mistakes  In  choosing 
proper  containers  are  occasionally 
made  by  practitioners,  so  we  too 
could  use  the  help  that  tactile  features 
would  provide.  For  example,  we  have 


quality,  most  useful  information  that 
we  can  to  our  constituents.  This  goal 
can  only  be  enhanced  by  open  com- 
munication and  sharing  of  information. 
I  will  be  away  from  my  office  until 
April  5  but  will  call  you  immediately 
upon  my  return  to  arrange  a  meeting. 
I  look  forward  to  visiting  with  you 
about  our  mutual  concerns  and  inter- 
ests. 

Sincerely, 

Ms.  MyrI  Weinberg 

Vice  President,  Programs 

Voice  Editor's  Post  Script 

Although  there  are  numerous  publi- 
cations regarding  diabetes,  virtually  all 
articles  are  authored  by  health  care 
professionals.  Articles  written  by 
laypersons  (people  without  medical 
degrees)  are  rarely  used.  The  Voice 
of  the  Diabetic  (current  circulation 
more  than  56,000)  carries  articles  au- 
thored by  health  care  providers,  many 
of  whom  specialize  in  diabetes,  as 
well  as  personal,  candid,  and  positive 
stories  by  men  and  women  living  with 
diabetes.  These  writers,  sharing  their 
experiences  about  diabetes  and  the 
rocky  roads  they  sometimes  travel, 
are  a  major  source  of  the  Voice's 
growing  popularity. 

I  suppose  we  could  be  called  an 
"attitude  factory"  because  we  always 
"accentuate  the  positive."  Our  Diabet- 
ics Division  welcomes  everyone  with- 
out charge,  offenng  free  subscriptions 
tp  the  Voice  of  the  Diabetic.  The  Na- 
tional Federation  of  the  Blind  is  unique 
in  that,  like  a  family,  it  acts  as  a  pillar 
of  strength,  providing  information  and 
support  which  members  know  they 
can  depend  on. 

We  welcome  Input  from  other  orga- 
nizations dealing  with  diabetes.  The 
Diabetics  Division  of  the  National  Fed- 
eration of  the  Blind  serves  all  persons 
with  diabetes,  especially  those  experi- 
encing its  complications. 


had  mix-ups  reported  where  vials  of 
regular  Insulin  were  Improperly  placed 
into  an  NPH  cardboard  outer  package 
and  later  used  accidentally  for  NPH. 
While  we  recommend  that  the  card- 
board box  be  discarded  when  a  new 
vial  is  opened,  shaping  the  vanous  in- 
sulin vials  differently  would  add  an  im- 
portant layer  of  safety. 

We  are  aware  of  other  medication 
containers  that  provide  tactile  barriers 
against  error.  The  Burroughs  Well- 
come Company  packages  the  muscle 
relaxant  Tracrium  in  a  hexagonally 
shaped  vial.  Since  this  drug  is  used  to 
induce  complete  paralysis  during 
surgery,  accidentally  giving  it  to  some- 
one who  is  not  simultaneously  receiv- 
ing artificial  ventilation  will  cause  res- 
piratory arrest.  The  odd  shape  re- 
duces the  possibility  that  Tracrium  will 
ever  be  confused  with  another  drug. 

Thank  you  for  your  efforts  to  Im- 
prove the  level  of  safety  of  insulin  ad- 
ministration. Please  let  me  know  If  I 
can  be  of  assistance. 

Sincerely  yours, 

Michael  Cohen,  MS,  FASHP 

President 
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thing  about  why  Type  II  diabetes  be- 
gins. Reports  in  the  newspapers 
about  children  under  two  years  of  age 
drinking  cow's  milk  and  developing 
Type  I  diabetes  (Type  I  or  insulin  de- 
pendent diabetes  mellitus)  may  tell  us 
something  about  the  start  of  that  kind 
of  diabetes.  The  report,  printed  in  the 
important  New  England  Journal  of 
Medicine,  comes  from  Toronto  and 
Helsinki.  Remember  that.  Using  142 
newly  diagnosed  Finnish  children  (and 
79  healthy  children)  Karjalainen  el  al, 
analyzed  blood  drawn  before  the  first 
insulin  dose  was  given  and  three  to 
four  months  later.  All  the  diabetic  chil- 
dren and  two  of  the  normals  had 
raised  levels  of  IgG  (a  blood  protein) 
and  anti-bovine  serum  albumin  anti- 
bodies. In  animals,  bovine  (cow) 
serum  albumin  can  trigger  autoim- 
mune destruction  (self  destruction)  of 
beta  cells  (insulin  producing  pancreas 
cells)  when  the  animals  have  inherited 


susceptibility  to  diabetes.  Antibodies 
to  cow  serum  albumin  attach  to  beta 
cell  surfaces,  identifying  them  for  de- 
struction. We  know  that  giving  cow's 
milk  to  young  rats  will  increase  their 
incidence  of  diabetes.  In  general, 
Finnish  children  are  fed  only  breast 
milk  and  their  delayed  exposure  to  for- 
mula made  from  cow's  milk  may  sig- 
nificantly delay  their  risk  of  becoming 
diabetic.  I  have  a  thought  which  I  must 
investigate.  Type  I  diabetes  is  occur- 
ring in  more  and  more  Finns.  Has  the 
practice  of  breast  feeding,  not  formula 
feeding,  changed?  Will  tell  you  what  I 
find  out. 

Speaking  about  drinking,  60  Min- 
utes has  told  us  of  the  benefits  to 
one's  cholesterol  level  of  drinking  red 
wine  in  moderatio.n.  Gin  (isn't  that  the 
wrong  alcohol?)  and  his  coworkers 
found  that  having  red  wine  with  meals 
didn't  change  a  diabetic's  insulin  re- 
quirements or  glucose  tolerance. 


Therefore,  we  can  enjoy  one  of  life's 
pleasures.  The  study  was  done  in 
Bordeaux,  France.  Hmm. 

Another  Hmm.  Don't  hold  your 
breath,  but  a  new  drug,  CTIJ\4  (a  ge- 
netically engineered  protein),  seems 
to  make  animal  bodies  tolerant  to 
transplanted  foreign  tissues  without 
immunosuppression.  We  may  be  able 
to  use  other  animal  species  (baboon 
or  pig  or  ...)  as  organ  donors  —  even 
kidney  donors  —  but  it  won't  be  tried 
in  humans  for  several  years. 

The  people  who  try  experiments 
like  these  are  the  pioneers  of  science 
and  we  all  have  to  be  grateful  to  them. 
Kolff  invented  the  artificial  kidney. 
Scrlbner  thought  of  a  way  to  let  us  get 
into  the  blood  stream  again  and  again 
so  Kolff's  device  could  be  used  for  un- 
counted dialyses.  Starzl  started  using 
prednisone  combined  with  Imuran 
(azathioprine)  for  immunosuppres- 
sion. He  was  one  of  the  first  to  use  cy- 


closporine  and  FK  506.  He  was  one  of 
the  beginning  successful  transplanters 
of  kidneys.  And  livers.  Now  he's  writ- 
ten his  autobiography  and  named  it 
The  Puzzle  People  (published  by  the 
University  of  Pittsburgh  Press,  Pitts- 
burgh, PA  15260;  the  book  costs 
$24.95).  Some  of  us  are  puzzle  peo- 
ple, made  up  of  bits  and  pieces  not 
our  own.  If  you've  wondered  what 
makes  people  dedicate  their  lives  to 
sick  and  dying  patients  and  what  their 
personal  lives  are  like,  you  might 
enjoy  this  volume.  Don't  be  afraid.  It's 
not  full  of  big  long  medical  words  and 
ideas  that  might  be  hard  to  follow. 
Reading  it  Is  a  pleasant  and  not  too 
difficult  task. 

(Note:  This  article  appeared  in  the 
Volume  8,  Number  1,  1993  issue  of 
Renalife,  published  by  the  American 
Association  of  Kidney  Patients, 
reprinted  courtesy  of  the  author.) 
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that  there  is  some  way  to  bring  good 
out  of  even  the  most  devastating  cir- 
cumstances. Often  this  simply  means 
reaching  out  to  others  going  through 
the  same  ordeal.  I  did  not  choose  to 
develop  diabetes  or  the  complications, 
but  I  can  choose  how  I  deal  with  the 
disease.  By  living  one  day  at  a  time, 
looking  at  what  I  have  left  rather  than 
what  I've  JosI,  and  keeping  a  joyful 
spirit,  I  am  a  truly  happy  person  at 
peace  with  myself  and  the  world. 

This  positive  outlook  did  not  just 
happen  overnight,  but  rather  evolved 
as  I  faced  more  and  more  problems 
and  searched  for  ways  to  adapt  and 
get  on  with  life.  It  has  been  a  long, 
often  rough  and  steep  road,  but  I  have 
learned  much  along  the  way.  The  title 
of  this  book  is  Living  With  Diabetic 
Complications.  The  emphasis  is  on 
living  life  to  the  fullest  and  not  merely 
existing  with  physical  disabilities.  As  a 
fellow  patient  who's  "been  there,"  I 
hope  to  share  some  of  what  I've 
gained  from  my  experiences,  as  well 
as  those  of  other  patients,  families 
and  doctors  who  have  dealt  with  dia- 
betic complications. 

This  book  is,  above  all,  a  coping 
manual,  a  practical  guide,  which  in- 
cludes tips  and  guidelines  about 
things  that  work  and  things  that  don't; 
survival  techniques  for  the  person  ex- 
periencing diabetes-related  problems 
that  few  doctors  and  no  authors 
thought  you  needed  —  until  now.  It  is 
my  hope  that  you'll  find  many  sugges- 
tions here  that  will  make  your  life 
more  comfortable,  physically  and 
emotionally,  and  help  you  to  live  victo- 
riously in  spite  of  your  limitations. 

What  This  Book  Is  —  and  Is  Not: 
Living  With  Diabetic  Complications 
is  an  educational  guide  to  the  chronic, 
usually  long-term  complications  of  dia- 
betes. It  is  not  intended  to  cover  acute 
complications  such  as  diabetic  ke- 
toacidosis or  hypoglycemia. 

It  is  a  book  on  living  well  in  all 
areas  of  life  —  physically,  emotionally. 


and  socially  after  complications  have 
developed.  It  is  not  primarily  a  book 
on  prevention,  although  guidelines  are 
given  on  how  to  try  and  stop  further 
damage  from  progressing  once  prob- 
lems begin  to  appear 

II  is  a  book  that  addresses  the  spe- 
cial needs  of  people  with  diabetes-re- 
lated complications.  It  is  not  a  book  on 
general  diabetes  care  or  manage- 
ment. While  it  is  never  too  late  to 
strive  for  better  control  of  the  disease, 
this  aspect  has  been  addressed  at 
length  in  many  other  excellent  publi- 
cations. 

It  is  a  book  that  explores  complica- 
tions honestly  and  factually,  with  an 
emphasis  on  hope  from  the  latest 
treatments  and  available  resources  for 
getting  on  with  life  in  the  best  way 
possible.  Offering  guidance  and  en- 
couragement, it  is  not  meant  to  fright- 
en or  depress  anyone. 

Guidelines  For  Using  This  Book: 
Section  I  of  Living  With  Diabetic 
Complications  addresses  the  physi- 
cal aspects  of  diabetes-related  prob- 
lems. I  have  tried  to  make  it  as  easy 
as  possible  to  understand  in  layman's 
terms.  I  call  this  the  "bad  news/good 
news"  section  of  the  book.  There  is  no 
way  to  sugar-coat  or  put  in  a  positive 
light  the  very  real  damage  that  dia- 
betes can  do  to  our  bodies.  The  infor- 
mation presented  here  can  be  in- 
tensely threatening,  and  it's  certainly 
not  necessary  to  study  every  last  de- 
tail of  what  can  or  did  go  wrong.  By 
educating  yourself,  however,  you  are 
more  likely  to  seek  early  treatment 
that  can  reverse  or  limit  the  advance 
of  a  particular  complication.  It's  also 
important  to  point  out  that  just  be- 
cause you  are  experiencing  one  or 
two  complications,  it  does  not  neces- 
sarily mean  that  you  will  go  on  to  de- 
velop all  of  them.  The  good  news 
given  here  concerns  the  very  real 
medical  miracles  and  advances  in 
treatment  that  are  making  most  dia- 
betes-related problems  easier  to  live 


with. 

Section  II  addresses  the  emotional 
impact  of  complications.  Most  of  us  go 
through  many  ups  and  downs  before 
we  can  adjust  to  the  changes  in  our 
lives  brought  about  by  the  onset  of  di- 
abetes-related problems.  Guidelines 
on  how  to  achieve  a  positive  outlook 
can  help  you  to  become  a  happy  per- 
son despite  your  physical  disabilities. 

Section  III  deals  with  the  effect  that 
diabetic  complications  have  on  our  as- 
sociations with  others.  Those  closest 
to  us  suffer  along  with  us,  and  sug- 
gestions for  maintaining  and  improv- 
ing relationships  are  given  here.  Also 
explored  in  this  section  is  the  role 
health  care  professionals  play  in  our 
care  and  ways  in  which  you  can  en- 
sure you  are  getting  the  best  in  medi- 
cal treatment. 

Section  IV  tells  you  how  you  can 
get  on  with  your  life  after  complica- 
tions develop.  Work  and  insurance 
may  present  some  challenges,  but 
suggestions  given  here  should  help 
you  to  adjust.  Neither  should  the 
onset  of  complications,  even  serious 
ones,  prevent  you  from  having  fun. 
Recreation  and  travel  guidelines  can 
open  up  new  horizons  for  you. 

The  Resources  Section  gives  in- 
formation on  where  you  can  turn  for 
help  in  coping  with  your  diabetes-re- 
lated problems.  Information  on  volun- 
teering for  clinical  trials  is  given,  along 
with  the  names  of  countless  organiza- 
tions, publications  and  companies 
catering  to  the  needs  of  the  disabled. 
Much  help  is  available  and  it's  just  a 
matter  of  knowing  where  to  look  for 
assistance. 

In  the  early  stages  of  my  battles 
with  diabetic  complications,  first  with 
eye  problems  and  then  kidney  failure, 
I  came  across  a  lovely  picture  of  a 
seashore  in  a  magazine  put  out  by 
minister  and  author  Robert  Schuller.  It 
was  his  quote  at  the  bottom  of  the  pic- 
ture, however,  that  caught  my  atten- 
tion and  has  stayed  with  me  through 


these  past  few,  very  trying  years.  It 
said,  simply:  "Look  not  at  what  you 
have  lost,  but  what  you  have  left!" 

May  the  pages  of  this  book  help 
you  find  hope  for  your  future  and  ways 
of  doing  the  best  you  can  with  what 
you  have  left  —  of  your  health  and  of 
your  life. 

Living  With  Diabetic  Complica- 
tions by  Judy  Curtis  Is  currently  avail- 
able in  print.  However,  Mrs.  Curtis  is 
working  with  the  National  Library  Ser- 
vice for  the  Blind  and  Physically 
Handicapped  so  the  book  will  be 
available  to  blind  consumers  on  audio 
cassette.  The  print  version  of  this  294- 
page  book,  including  postage  and 
handling,  costs  $14.95.  It  can  be  or- 
dered from:  Outreach  Enterprises, 
2309  SW  1st  Ave.,  Suite  1842,  Port- 
land, OR  97201;  telephone:  (503) 
224-9857. 
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James  Gashel,  Director  of  Govern- 
mental Affairs,  National  Federation 
of  the  Blind,  works  diligently  to  im- 
prove the  lives  of  the  blind. 

For  more  information  contact: 

James  Gashel 

Director  of  Governmental  Affairs 

National  Federation  of  tlie  Blind 

(410)659-9314 

From:  Members  of  the  National  Feder- 
ation of  the  Blind 

To:  Members  of  the  103rd  Congress 

Re:  People  Who  Are  Blind:  Legislative 
Priorities  for  the  103rd  Congress, 
First  Session 

Public  policies  and  laws  affecting 
people  who  are  blind  have  a  profound 
impact  throughout  our  society.  l\4ost 
people  know  someone  who  is  blind.  It 
may  be  a  friend,  a  family  member,  or 
a  co-worker  on  the  job.  The  blind  pop- 
ulation in  the  U.S.  is  estimated  to  ex- 
ceed 700,000.  Fifty  thousand  Ameri- 
cans become  blind  each  year.  By 
themselves  these  numbers  may  not 
seem  large,  but  the  social  and  eco- 
nomic consequences  of  blindness  di- 
rectly touch  the  lives  of  millions.  Less 
directly,  blindness  affects  us  all. 

People  who  are  blind  as  a  group 
share  a  unique  struggle.  tJlore  than 
being  a  matter  of  physical  disability, 
the  real  problems  of  blindness  are 
lack  of  good  training,  lack  of  opportu- 
nities, and  lack  of  correct  information 
about  blindness  among  employers 
and  members  of  the  public  at  large.  If 
a  person  who  is  blind  has  proper  train- 
ing and  opportunity,  the  physical  loss 
of  eyesight  itself  can  be  reduced  to 
the  level  of  a  mere  nuisance. 

Public  policies  and  laws  that  result 
from  misconceptions  about  blindness 
or  lack  of  information  are  often  more 
limiting  to  people  who  are  blind  than 
loss  of  eyesight  itself  This  is  why  we 
have  formed  the  National  Federation 
of  the  Blind.  The  Federation  is  a  pri- 
vate-sector resource  of  knowledge, 
encouragement,  and  support  for  the 
blind  and  for  anyone  (blind  or  not) 
who  wants  to  join  in  the  effort  we  are 
making  to  win  understanding  and  op- 
portunity. 

People  who  are  blind  are  well-orga- 
nized at  the  community  and  grass- 
roots levels  throughout  the  United 
States.  Our  policy  positions  are  devel- 
oped and  determined  by  vote  of  the 


blind  themselves.  This  is  why  the  Fed- 
eration is  known  by  lawmakers  and 
the  public  as  the  "voice  of  the  nation's 
blind. "  Our  priorities  for  the  first  ses- 
sion of  the  103rd  Congress  express 
our  assessment  of  current  issues  re- 
quiring action  by  Congress  this  year 
on  behalf  of  people  who  are  blind. 

(1)  Congress  should  amend  title 
II  of  the  Social  Security  Act  to  mod- 
ify or  eliminate  the  limitation  on 
earnings  imposed  by  the  retirement 
test  and  apply  the  modified  exempt 
earnings  policy  to  persons  of  work- 
ing age  who  are  blind  as  well  as  to 
retirees.  This  proposal  seeks  to  im- 
prove the  worl<  incentives  provided  to 
Social  Security  beneficiaries.  Under  a 
1977  amendment  to  the  Social  Securi- 
ty Act,  the  same  exempt  earnings 
amount  —  $880.00  monthly,  or 
$10,560.00  annually  —  is  allowed  for 
people  of  working  age  who  are  blind 
as  well  as  for  those  who  retire  at  age 
65.  This  proposal  calls  for  increasing 
the  exempt  amount  or  eliminating  the 
limitation  on  earnings  altogether. 

People  of  working  age  who  are 
blind  must  not  be  forgotten  as 
Congress  continues  to  debate 
whether  changes  should  be  made  In 
the  Social  Security  retirement  test.  A 
significant  relaxation  of  the  present 
earnings  limitation  would  encourage 
thousands  of  beneficiaries  to  increase 
their  work  attempts.  Those  who  suc- 
cessfully find  full-  or  part-time  work 
will  pay  taxes  rather  than  simply  draw 
benefits.  The  results  of  their  greater 
efforts  to  be  productive  will  positively 
affect  the  Social  Security  system,  as 
well  as  benefitting  the  individuals  and 
families  involved.  A  complete  removal 
of  the  earnings  limitation  would  pro- 
vide beneficiaries  with  the  maximum 
incentive  to  work.  In  any  case,  the 
statutory  linkage  which  ties  the  ex- 
empt earnings  amounts  for  retirees 
and  working  age  people  who  are  blind 
together  should  not  be  broken  and 
must  be  consciously  kept  in  mind  as 
the  debate  over  the  future  of  the  earn- 
ings test  for  Social  Security  eligibility 
proceeds.  For  more  details  and  an  ex- 
planation of  the  need  for  this  legisla- 
tion, see  the  fact  sheet  entitled  "HOW 
PERSONS  OF  WORKING  AGE  WHO 
ARE  BLIND  WOULD  BE  AFFECTED 
BY  CHANGES  IN  THE  SOCIAL  SE- 
CURITY RETIREMENT  EARNINGS 
TEST." 

(2)  Congress  should  enact  the 
Americans  With  Disabilities  Busi- 
ness Development  Act.  This  propos- 
al seeks  amendments  to  the  Small 
Business  Act  so  that  programs  autho- 
rized to  assist  minority-owned  small 
businesses,  conducted  under  section 
8  (a)  of  the  Act,  will  be  open  to  per- 
sons with  disabilities.  The  Section  8 
(a)  program  is  designed  to  foster  busi- 
ness ownership  by  individuals  who 
are  both  socially  and  economically 
disadvantaged,  and  to  promote  the 
competitive  viability  of  businesses 
owned  and  operated  by  them.  To 
achieve  these  goals,  Section  8  (a)  au- 
thorizes the  Small  Business  Adminis- 
tration (SBA)  to  enter  into  all  types  of 
contracts  with  government  depart- 


ments and  agencies  for  supply,  ser- 
vice, construction,  and  research  and 
development.  Small  business  con- 
cerns, owned  and  controlled  by  social- 
ly and  economically  disadvantaged 
persons  can  be  eligible  to  receive 
subcontracts  to  fulfill  SBA's  procure- 
ment obligations.  Technical  assis- 
tance is  also  made  available  to  minori- 
ty small  business  concerns. 

This  proposal  is  simply  the  recogni- 
tion of  disability  as  a  condition  of  mi- 
nority status  for  participation  in  SBA's 
targeted  efforts  to  provide  economic 
and  technical  assistance  to  members 
of  minority  groups.  The  social  and 
economic  disadvantages  which  ac- 
company disabilities  are  well-known 
and  beyond  dispute.  The  problem  for 
SBA  has  been  to  define  disability  and 
the  extent  of  the  class  of  Individuals 
included.  To  resolve  that  Issue,  the 
Americans  with  Disabilities  Business 
Development  Act  excludes  minor  or 
perceived  disabilities  from  the  term 
"disability,"  as  it  is  defined  in  the  bill. 
Another  problem  has  been  SBA's  lack 
of  legal  authority  to  presume  that  peo- 
ple with  disabilities  are  socially  disad- 
vantaged In  the  absence  of  a  clear 
legislative  mandate.  The  Americans 
with  Disabilities  Business  Develop- 
ment Act  will  provide  that  mandate. 
For  more  details  and  an  explanation 
of  the  need  for  this  legislation,  see  the 
tact  sheet  entitled  "AMERICANS 
WITH  DISABILITIES  BUSINESS  DE- 
VELOPMENT ACT:  A  PROPOSAL 
FOR  BUSINESS  OWNERSHIP  AND 
JOBS  FOR  PEOPLE  WITH  DISABILI- 
TIES." 

(3)  Congress  should  control  and 
stabilize  postage  rates  for  nonprofit 
organizations  such  as  NFB.  This  re- 
quest seeks  sufficient  appropriations 
and  support  for  a  permanent  legisla- 
tive remedy  to  meet  the  costs  of  the 
United  States  Postal  Service  for  quali- 
fied free  or  reduced-rate  mailings. 
Under  existing  law  and  appropriations 
levels,  nonprofit  postage  rates  could 
be  increased  from  11.1  cents  per 
piece  for  Items  of  letter  size  to  more 
than  19  cents  per  piece.  An  increase 
of  this  magnitude  would  cost  the  Na- 
tional Federation  of  the  Blind  over  $1 
million  In  a  single  year.  This  cost 
could  not  be  met  by  the  Federation. 

Nothing  can  be  more  critical  to  a 
voluntary,  private  sector  group  of  citi- 
zens than  to  have  affordable,  stable 
postage  rates  for  mass  communica- 
tions. Paying  the  postal  service's  com- 
mercial rates  for  necessary  use  of  the 
mails  would  force  the  National  Feder- 
ation of  the  Blind  to  dismantle  many 
programs  or  to  cease  operations  alto- 
gether. Survival  for  many  other  groups 
of  importance  In  our  society  would 
also  be  threatened.  If  communications 
with  persons  who  are  blind  and  the 
public  at  large  are  cut,  a  time  bomb  is 
created,  since  fewer  people  will  un- 
derstand anything  about  blindness 
and  even  fewer  will  know  of  the  con- 
tinuing need  to  help.  Then  the  down- 
ward spiral  is  in  motion,  with  fewer 
people  helped  and  even  fewer  people 
helping.  Soon  the  benefits  are  gone. 
This  does  not  overstate  how  vulnera- 
ble we  are  to  the  postal  rate  crisis  if 


Congress  fails  to  approve  adequate 
funding.  The  fact  sheet  entitled  "CRI- 
SIS IN  NONPROFIT  MAIL  RATES 
MEANS  SERIOUS  HARM  TO  PEO- 
PLE ARE  BLIND"  explains  the  current 
situation  and  gives  details  on  how 
members  of  the  103rd  Congress  can 
help. 

People  who  are  blind  are  asking  for 
your  help  in  securing  positive  action 
by  Congress  in  the  areas  outlined 
here.  Legislative  proposals  will  be  of- 
fered to  achieve  each  of  our  specific 
objectives.  Many  priorities  confront 
this  session  of  Congress,  but  the 
needs  of  the  nation's  people  who  are 
blind  must  not  be  overlooked.  We  of 
the  National  Federation  of  the  Blind 
stand  ready  to  assist  our  Representa- 
tives and  Senators  to  understand  our 
needs  and  to  take  meaningful  action 
to  address  them.  In  partnership  with 
the  National  Federation  of  the  Blind, 
each  member  of  Congress  can  help 
build  better  lives  for  people  who  are 
blind  both  today  and  In  the  years 
ahead. 

(Note:  To  receive  fact  sheets 
and/or  further  information  contact 
James  Gashel,  Director  of  Govern- 
mental Affairs,  National  Federation 
of  the  Blind,  1800  Johnson  St.,  Bal- 
timore, MD  21230;  telephone:  (410) 
659-9314.) 

Dear  friends 

The  Diabetes  Treatment  Center  of 
Houston,  Texas  asked  its  past  and 
present  patients  to  comment  on  mea- 
sures that  family  members  or  friends 
can  take  to  better  support  the  person 
with  diabetes.  Only  minor  editing  was 
made  to  the  following  responses. 

If  you  have  comments  that  would 
help  others  better  understand  dia- 
betes, please  send  them  to  the  Voice 
editor. 

•  The  one  thing  I  would  like  you  to 
understand  about  my  Insulin-depen- 
dent diabetes  Is  the  difference  be- 
tween loss  of  consciousness  due  to 
insulin  reactions  (low  blood  sugar) 
and  unconsciousness  due  to  diabetic 
coma  from  Ketoacidosis.  It  is  vital  that 
sugar  be  used  for  reactions  and  that 
no  sugar  be  used  for  Ketoacidosis  (a 
doctor  should  be  contacted).  Most  of 
the  public,  and  many  medical  profes- 
sionals not  specializing  in  diabetes,  do 
not  seem  to  understand  this. 

(Editor's  Note:  Simply  put,  insulin 
reactions  are  caused  by  low  blood 
sugars,  and  Ketoacidosis  is  caused  by 
a  prolonged  period  of  high  blood  sug- 
ars. If  the  diabetic  is  unconscious, 
medical  help  should  be  summoned 
immediately.) 

•  Understand  your  diabetes  and 
work  with  it.  Be  patient  and  stay  on 
schedule  with  your  insulin,  diet  and 
exercise. 

•  When  there  is  a  known  diabetic  in 
the  family  please  practice  pleasant  at- 
titudes, habits,  and  comments  to  ev- 
eryone. Also,  share  whenever  possi- 
ble all  household  responsibilities. 
Stress,  due  to  household  tensions, 
can  create  excess  body  weight. 
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(NOTE:  If  you  have  any  questions  for 
"Ask  the  Doctor,"  please  send  them  to 
-  the  Voice  editorial  office.  The  only 
questions  Dr.  Wilson  will  be  able  to 
answer  are  the  ones  used  In  this  col- 
umn.) 

Wes  Wilson,  M.D.  is  an  Internal 
Medicine  practitioner  at  the  Western 
Montana  Clinic  in  Missoula.  Montana. 
Dr.  Wilson  was  diagnosed  with  Type  I 
diabetes  in  1956  during  his  second 
year  of  medical  school. 

I  am  planning  to  lake  a  trip  over- 
seas. Should  I  change  my  regimen 
for  taking  care  of  my  diabetes? 
What  steps  should  I  take  when  trav- 
eling? Can  I  obtain  insulin  and 
other  medical  supplies  such  as  sy- 
ringes when  not  in  this  country? 

A  trip  is  exciting  to  plan,  especially 
one  to  a  foreign  country,  but  many 
persons  with  diabetes  have  concerns 
about  changes  in  diet,  exercise,  sleep, 
and  time  zones  on  long  trips.  Advance 
planning  can  minimize  the  problems 
involved  with  travel  and  make  the  trip 
a  pleasant  adventure  Like  most  as- 
pects ol  diabetes,  planning  ahead  and 
arranging  for  changes  can  avoid  prob- 
lems. 

The  first  assumption  the  traveler 
with  diabetes  must  make  is  that  air- 
lines want  no  problems  and  are  willing 
to  help  make  management  possible. 
Customs  agents  and  most  airport  per- 
sonnel are  usually  at  least  aware  of 
diabetes  and  are  willing  to  help  if 
asked. 

Airlines  will  provide  diabetic  meals 
at  no  extra  charge  on  request.  Unfor- 
tunately the  "special  meal"  Is  often  a 
generic  meal  low  in  salt,  fat,  sugar, 
and  sometimes  also  low  in  calories.  I 
was  once  served  a  "diabetic"  meal  on 
an  airline  after  I  had  taken  my  Insulin. 
The  meal  consisted  of  a  non-caloric 
salad,  a  small  roll,  and  a  bit  of  fruit, 
which  was  certainly  a  change  from  my 
usual  2200-calorie  diabetic  diet.  Often 
however,  the  diabetic  meal  is  excel- 
lent and  adequate.  The  wise  traveler 
takes  no  chances  and  will  carry  fruit 
juice,  glucose  tablets,  and  at  least  one 
peanut  butter  sandwich  in  the  carry-on 
luggage. 

Lack  of  usual  exercise  while  con- 
fined in  a  small  seat  for  six  or  eight 
hours  with  only  an  occasional  dash 
with  luggage  to  the  loading  gate  has  a 
major  effect  on  the  blood  sugar 
whether  or  not  insulin  is  used.  Isomet- 
ric exercise  while  in  the  airline  seat 
seems  of  little  benefit.  Diabetic  travel- 
ers must  expect  higher  than  usual 
blood  sugars. 

Changes  in  diet  and  exercise 
should  lead  the  diabetic  to  expect 
higher  than  usual  blood  sugars,  but 
one  must  not  make  assumptions. 
More  frequent  blood  sugar  testing  can 
give  definite  information.  Don't  as- 


sume; find  out  for  sure. 

A  diabetic  traveler  should  discuss 
travel  plans  with  his  or  her  physician, 
but  it  IS  safe  to  assume  that  it  is 
preferable  to  have  slightly  higher  than 
usual  blood  sugar  than  even  mild  hy- 
poglycemia while  traveling. 

Management  of  excessively  high  or 
even  mildly  low  blood  sugars  warrants 
some  discussion.  Extra  insulin  for  high 
blood  sugars  must  be  used  cautiously 
to  avoid  low  sugars.  When  treating 
low  blood  sugar  remember  that  many 
sodas,  fruit  juice  drinks,  and  even 
candy  bars  are  now  sweetened  with 
fructose  or  corn  syrup,  which  raises 
blood  sugar  slowly.  Glucose  tablets 
work  quickly  and  reliably.  You  don't 
want  to  wait  for  an  hour  to  have  "res- 
cue" methods  for  hypoglycemia  work. 
Don't  be  half  safe;  use  glucose  tablets 
to  be  sure. 

Perhaps  the  most  intimidating  as- 
pect of  foreign  travel  is  time  zone 
changes.  For  example,  an  itinerary  of 
a  trip  from  my  home  in  Missoula,  Mon- 
tana, to  Amsterdam  Is  as  follows: 
Leave  Missoula  at  7  a.m.  with  a 
breakfast  snack  served  about  7:30  or 
8:00  a.m.  The  morning  dose  of  insulin 
and  breaklasl  should  be  taken  early 
before  boarding.  Don't  trust  the  snack 
category  of  meals.  Leave  Salt  Lake 
City  at  9:30  with  lunch  served  about 
11:30  a.m.  That  should  be  OK  for 
launch  if  a  real  lunch  and  not  just  a 
snack  Is  served.  Leave  JFK  in  New 
York  at  6:00  p.m..  New  York  time. 
Dinner  will  be  served  about  two  hours 
later  which  would  be  about  6:00  p.m. 
Missoula  time.  Not  bad.  Arrive  in  Ams- 
terdam at  7:25  a.m.  (11:30  p.m.  Mis- 
soula time),  time  for  bed.  We've  made 
it  to  Holland.  Take  a  nap  and  plan  to 
get  up  about  7:00  a.m.  Missoula  time, 
take  the  usual  morning  insulin,  and 
eat  a  meal  similar  to  breakfast  in 
caloric  content  (about  3  p.m.  Amster- 
dam time)  and  then  set  your  watch  to 
Amsterdam  time  and  make  the  switch 
to  the  new  time  zone.  Be  sure  to 
check  sugars  before  meals  or  if  you 
feel  unsure  of  sugar  level.  I'd  then  at- 
tempt to  have  the  evening  meal  about 
7:30  or  8:00  p.m.  Amsterdam  time 
and  take  the  usual  evening  insulin  or 
evening  dose  of  oral  medications.  The 
next  morning  everything  should  be  on 
the  new  regular  schedule,  though  jet 
lag  may  last  several  days  until  your  in- 
ternal clock  adjusts. 

The  return  trip  may  be  a  greater 
challenge,  but  again,  keep  your  watch 
at  the  same  schedule  you've  followed 
for  a  week  or  more,  and  change  to  the 
new  time  only  after  you've  arrived  at 
the  new  location  and  are  sure  of  your 
ability  to  check  sugars  and  get  meals. 
Try  to  reestablish  regular  exercise, 
diet,  and  medication  as  soon  as  possi- 
ble after  your  watch  is  set  to  the  time 
zone  of  ttie  new  location. 

Meals  in  foreign  countries  are  excit- 
ing, especially  when  you  can't  read 


the  menu.  Waiters  often  can  under- 
stand questions  about  sugar  or  dia- 
betes. It  pays  to  have  a  phrase  book 
and  to  know  a  'ow  words  or  phrases 
such  as  "I  have  diabetes"  and  "does  it 
contain  sugar"?'  in  the  language  of  the 
country  you  are  visiting.  Europeans  in 
general  are  far  more  able  to  under- 
stand and  speak  English  than  we  are 
to  use  their  languages.  Don't  be  afraid 
to  ask.  Diabetes  is  as  common  in 
France  a  .  it  is  In  Iowa. 

Diabe  ic  supplies  are  widely  avail- 
able, but  the  names  may  be  different, 
and  a  physician's  prescription  may  be 
required.  The  best  plan  is  to  carry  ad- 
equate supplies  so  that  you  will  have 
enough  to  last  the  duration  of  the  trip. 
Several  months  worth  of  needles,  sy- 
ringes, and  insulin  does  not  take  up 
much  space;  especially  if  you  reuse 
syringes,  needles,  and  lancets  for 
blood  testing. 

Wise  travelers  carry  duplicate  sets 
of  supplies:  one  set  with  them  at  all 
times  and  another  set  either  in  carry- 
on  or  checked-in  luggage.  Never  risk 
being  caught  without  insulin.  It's  a  ter- 


rible shock  to  drop  your  only  bottle  of 
insulin  into  the  toilet  or  have  it  break 
on  the  floor.  Never  be  caught  without 
some  way  of  testing  blood  sugar.  You 
can  carry  your  meter  with  you  and  use 
just  the  strips  checked  visually  if  the 
meter  breaks.  My  meter  is  handy,  but 
if  I'm  caught  without  the  meter,  I  can 
judge  the  strips  closely  enough  to 
avoid  disaster  by  visually  comparing 
the  color  with  the  bottle  color  chart. 

We  all  know  that  diabetes  is  best 
managed  by  regularity  in  life  style,  ex- 
ercise, meals,  and  medication.  All 
these  will  change  with  a  long  trip,  but 
by  planning  ahead,  taking  precautions 
and  testing,  travel  can  be  an  adven- 
ture rather  than  a  trial. 

(Editor's  Note:  Dr.  Wilson  pro- 
vides great  advice  for  diabetics  plan- 
ning to  travel.  I  would  like  to  add  that, 
whenever  traveling,  diabetics  should 
take  a  letter  from  their  doctor  stating 
they  have  diabetes  and  require  insulin 
and/or  oral  medications.  This  will  help 
circumvent  any  potential  problems  a 
traveler  might  have.) 


Insulin  pumps  update 

by  Royanne  R.  Hollins 


Royanne  R.  Hollins  reports  on  an 
insulin  pump  system  equipped  with 
audio  cues. 

As  the  Insulin  Pump  Committee  Di- 
rector of  the  NFB  Diabetics  Division,  I 
find  it  prudent  to  send  this  information 
on  to  our  membership. 

For  several  years  we  (diabetics) 
have  had  available  many  types  of  ex- 
ternal insulin  pumps  from  several 
manufacturers.  As  with  most  things, 
the  visually  impaired  can  learn  to 
adapt  and  function  with  these  tools  to 
control  their  diabetes.  However,  over 
the  last  several  years  certain  pumps 
have  become  unavailable.  Their  man- 
ufacturers are  still  supporting  the 
pumps  already  in  use,  but  are  not  of- 
fering them  to  the  general  public. 
Those  NO  LONGER  OFFERED  in- 
clude the  CPI  and  the  Travenol  Eugly. 

For  the  past  year  the  ONLY  pump 
offered  to  diabetic  patients  interested 
in  this  mode  of  treatment  was  the 
Mini-Med  504S.  This  unit  can  be  used 
by  the  blind  diabetic  after  proper  train- 
ing. 

I  personally  found  it  easily  adapt- 
able to  my  visual  Impairment,  having 


learned  to  use  it  prior  to  my  sight  loss. 
I  already  knew  the  ins  and  outs  of  my 
pump  and  without  difficulty  continued 
using  it  as  a  blind  person.  However, 
those  of  you  with  current  vision  loss 
and  an  interest  in  insulin  pumps  are 
limited  to  the  training  given  by  the 
local  manufacturer's  representative.  If 
you  are  fortunate,  the  representative 
understands  visual  impairment.  If  you 
are  not  so  fortunate,  it  becomes  quite 
difficult  to  commence  pump  therapy. 

Now  there  is  a  new  external  insulin 
pump  on  the  market.  It  is  called  the 
Disetronic  H-Tron  VI 00.  When  this 
pump  first  hit  the  continental  United 
States,  I  was  very  excited. 

Along  with  being  waterproof,  the 
Disetronic  offers  many  alarms  and 
acoustic  signals  that  the  Mini-Med 
504S  does  not  offer.  The  alarms  in- 
clude: empty  cartridge,  low  motor  bat- 
tery, low  electronics  battery,  occlusion 
alarm,  bolus  limit  reached,  automatic 
off,  electronics  alarm,  end  of  use 
warning,  end  of  use,  and  button 
pressed  too  long.  These  alarms  are  in 
conjunction  with  a  code  that  is  dis- 
played in  the  operations  window.  The 
acoustical  signals  include:  stop,  run, 
bolus,  basal  rate,  reduction,  warnings, 
and  the  alarms  listed  above. 

Many  of  the  display  functions  in  the 
operations  window  are  similar  to  those 
offered  by  the  Mini-Med  504S.  As  with 
most  display  functions,  blindness  can 
be  a  hindrance,  but  a  quick  question 
to  a  sighted  person  alleviates  any  sur- 
prises. 

If  you  are  interested  in  this  new 
product  you  should  contact  Disetronic 
Medical  Systems,  Inc.,  13005  16th 
Ave.  North,  Suite  500,  Plymouth,  MN 
55441;  phone:  1-800-688-4578.  Also, 
if  you  have  questions  regarding  insulin 
pump  therapy,  you  may  contact  me: 
Royanne  R.  Hollins,  3042  LaRue 
Way,  Rancho  Cordova,  CA  95670; 
phone:  (916)368-6274. 

Good  luck  and  happy  pumping! 
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Noreen  Glowczewski  is  the  nurse 
manager  for  the  Diabetics  Center  at 
Southwest  Florida  Regional  Medical 
Center. 

Welcome  to  April  —  spring  show- 
ers, tulips,  daffodils,  and,  of  course, 
the  Easter  Bunny.  Just  the  thought  of 
Easter  brings  to  mind  colored  eggs, 
sunrise  church  services,  brown  sugar 
baked  ham,  jelly  beans,  and  pastries. 
But  when  you  add  diabetes  to  that 
mix,  yes,  the  jelly  beans  may  need  to 
go.  However,  much  of  what  signifies 
Easter  can  still  remain. 

As  a  person  with  diabetes,  you 
know  too  much  sugar  can  play  havoc 
with  your  attempts  to  keep  blood  glu- 
cose levels  under  control.  But  you 
don't  have  to  give  up  all  sugar,  espe- 
cially if  your  control  Is  good.  The 
American  Diabetes  Association  now 
says,  "Persons  with  good  control  can 
eat  up  to  one  teaspoon  of  table  sugar, 
honey,  molasses  or  other  sugars  per 
serving  in  a  recipe."  This  recommen- 
dation is  an  increase  over  the  previ- 
ous limit  of  1/2  teaspoon  of  sugar  and 
the  complete  ban  of  sugar  of  years 
gone  by. 

Loosening  of  the  sugar  rule  was 
not  made  to  encourage  you  to  eat 
sugar,  but  rather  to  help  you  in  mak- 
ing proper  decisions  on  how  to  satisfy 
your  desire  for  sweets  without  throw- 
ing your  blood  sugar  out  of  control.  It 
is  also  strongly  suggested  that  you  eat 
the  sugar-containing  foods  as  a  part 
of  a  meal  rather  than  a  snack. 

How  much  sugar  you  can  "safely" 
eat  depends  on  how  your  body  and 
your  blood  glucose  levels  react  to  the 
food.  Self  blood  glucose  reading  is  an 
excellent  way  to  understand  the  ef- 
fects of  sugar  on  your  diabetes  con- 
trol. 

Before  you  start  adding  sugar  to 
your  meal  plan,  remember  to  be  alert 
for  the  sugar-disguise  trap.  Many  con- 
venience foods,  family  recipes,  and 
holiday  favorites  contain  sugar  dis- 
guised under  other  names.  Here  are 
just  a  few  examples: 

Sucrose  —  This  is  the  crystal  from 
cane  or  beet  sugar.  It  is  composed  of 
two  simple  sugars,  glucose  and  fruc- 
tose. .Sucrose  is  about  99.9  percent 
pure  sugar. 

Sorbitol  —  This  is  a  sugar  alcohol 
made  from  glucose  or  dextrose  and  is 
about  half  as  sweet  as  sucrose. 

Dextrin  —  This  is  a  sugar  formed 
by  the  partial  breakdown  of  starch. 

Dextrose  —  This  is  another  name 
for  corn  sugar. 

Fructose  —  This  is  also  called  fruit 


Diabetics  can  still 
welcome  the  Easter  bunny 

by  Noreen  Glowczewski,  R.N. 


sugar  and  it  occurs  naturally  in  small 
quantities  in  fruits. 

And,  of  course,  brown  sugar,  raw 
sugar,  corn  sugar,  honey,  and  mo- 
lasses are  all  sugar  products. 

The  question  then  becomes,  what 
about  the  alternative  sweeteners  or 
sugar  substitutes?  Saccharin  has 
been  in  use  for  about  80  years  in  the 
United  States.  Since  1977,  there  has 
been  much  discussion  about  "after 
taste"  and  the  listing  of  it  as  a  poten- 
tial carcinogen  or  co-carcinogen  by 
the  FDA.  It  does  hold  its  sweetness 
when  exposed  to  heat  and  thus  can 
be  used  in  cooking  and  baking. 

Aspartame,  or  Nutrasweet,  is  a 
combination  of  two  amino  acids.  It  is 
about  200  times  sweeter  than  su- 
crose. Aspartame  (Nutrasweet)  is  best 
known  as  Equal.  One  packet  is  as 
sweet  as  two  teaspoons  of  sugar.  It 
can  be  used  to  sweeten  foods  and 
beverages,  but  it  loses  its  sweetness 
when  exposed  to  heat.  Baking,  cook- 
ing or  canning  with  Nutrasweet  can 
result  in  bitter-tasting  recipes. 

Acesulfame-K  (Sweet-One  or 
Sunett)  is  also  about  200  times  sweet- 
er than  sugar.  Unlike  Aspartame,  it  is 
not  affected  by  heat  and  may  be  used 
in  dishes  that  require  cooking  and 
baking. 

Remember,  however,  that  all  sugar 
substitutes  do  not  provide  the  neces- 
sary bulk  and  structure  required  in 
home-baked  foods  such  as  cakes, 
cookies,  and  breads. 

As  you  plan  for  your  Easter  dinner, 
you  may  wonder  how  to  bring  the 
"Easter  Bunny"  to  the  table.  If  so,  try 
these  two  recipes  and  enjoy! 

Wjggly  Easter  Shapes 

1  envelope  sugar-free  gelatin 
Prepare  gelatin  using  fruit  juice  in 

place  of  half  of  the  water  called  for. 

Do  not  add  any  water.  Pour  into  small 

rectangular  pan  and  refrigerate  until 

set.  Use  Easter  cookie  cutters  and  cut 

into  Easter  shapes. 

Yield:  4  servings  (1/2  cup  each); 

Calories:  56;  Diabetic  Exchanges:  1 

fruit. 

Bunny  Salad 

Place  crisp  lettuce  on  a  plate.  Up- 
side-down on  top  of  it  place  two 
chilled,  unsweetened  pear  halves. 
Make  two  bunnies,  using  narrow  end 
for  the  face. 

Eyes:  4  cloves 

Nose:  2  pimentos 

Ears:  4  blanched  whole  almonds 

Tail:  Cottage  cheese  formed  into  2 
small  balls 

Yield:  2  bunnies;  Calories:  56;  Dia- 
betic Exchanges:  1  fruit. 

(Note:  This  article  appeared  April 
1992  in  the  Senior  News,  Lee  County, 
Florida.) 


Ann  Terry  is  a  registered  dietitian 
who  works  at  the  State  Hospital  in 
Fulton,  Missouri,  and  at  the  Veterans 
Administration  Hospital  in  Columbia, 
Missouri.  She  graciously  calculates 
the  diabetic  exchanges  and  food  val- 
ues for  our  recipes. 

Send  your  great  ideas  to  the  editor. 
He  is  the  official  taste  tester  and 
needs  recipes  to  test  his  taster. 


Whole  Wheat  Bread 

from  Karen  Mayry 
of  Rapid  City,  South  Dakota 

Warm  7-1/2  cups  of  flour  in  the 
oven  (set  on  low)  for  20  minutes.  I 
generally  use  4-1/2  cups  of  whole- 
wheat flour  to  3  cups  of  while.  More 
wholewheat  flour  can  be  used  as  long 
as  1-1/2  cups  of  white  flour  are  used 
as  well. 

Mix  1/2  cup  dark  molasses,  1/3  cup 
honey,  1  cup  hot  water,  and  1  pack- 
age of  dry  yeast  together.  Make  sure 
the  water  is  not  so  hot  that  it  will  kill 
the  yeast. 

When  the  flour  is  warm,  pour  in 
above  mixture  plus  2  more  cups  warm 
water.  Stir  bread  mixture.  Depending 
on  the  flour,  another  1/2  cup  of  water 
may  be  needed. 

Often  I  stir  in  3/4  cup  raisins  and/or 
1/3  cup  non-salted  sunflower  seeds  at 
this  time. 

Mixture  can  remain  in  the  same 
bowl  to  rise  for  one  hour.  Or,  I  often 
put  it  into  another  greased  bowl  and 
grease  the  top  of  the  dough  for  easier 
handling.  After  the  first  hour,  punch 
down  and  divide  into  2  loaves  or  4 
small  fruit  cake  size  loaves.  Let  rise 
again  until  bread  comes  to  top  of 
pans. 

Bake  in  a  slow  oven  at  300  de- 
grees, for  30  to  40  minutes.  It  may  be 
necessary  to  lay  foil  over  the  top  of 
the  loaves  partway  through  baking 
time  to  prevent  the  top  from  becoming 
too  browned. 

This  bread  is  simple  to  make  and 
requires  very  little  time.  I  use  no  salt  in 
it  although  a  small  amount  could  be 
added.  It  makes  wonderful  toast. 

Yield:  2  large  loaves  -  22  slices  per 
loaf  (reg.  size  bread  pan);  Calories:  84 
per  slice;  Diabetic  Exchanges  (without 
raisins  or  sunflower  seeds):  1  bread. 

NOTE:  Diabetics  should  consume 
this  bread  with  caution  due  to  a  larger 


than  usual  amount  of  smiple  sugars  in 
this  recipe. 

Yield:  4  small  loaves  -  14  slices  per 
loaf  (fruit  cake  size  bread  pan);  Calo- 
ries: 75  per  slice;  Diabetic  Exchanges 
(with  either  raisins  or  sunflower 
seeds):  1  bread. 

Zucchini  Tuna  Bake 

from  Martha  Young 
of  Braymer,  Missouri 

1  cup  sliced  zucchini 

1/2  cup  mushrooms,  sliced 
6  oz.  water  packed  canned  tuna, 
drained 

2  oz.  scallion  tops,  cut 
1/2  cup  celery,  diced 
1/4  tbsp.  oregano 

1  tbsp.  celery  flakes 

2  tbsp.  dehydrated  onion  flakes 
6  oz.  tomato  sauce 

Mix  ingredients,  except  zucchini, 
together.  Alternate  layers  of  zucchini 
and  tuna  mixture  in  baking  dish.  Bake 
at  350  degrees  for  1  hour. 

Yield:  2  sen/ings;  Calories:  200;  Di- 
abetic Exchanges:  3  lean  meat,  2  veg- 
etable. 

Diabetic  Bars 

from  Sister  Everista 
of  Rapid  City,  South  Dakota 

1  cup  dates 

1/2  cup  raisins 
1/2  cup  prunes 

1  cup  water 
1/2  cup  oleo 

2  eggs 

1  tsp.  baking  soda 

1  tsp.  vanilla 

1/4  tsp.  salt 

1  cup  flour 

1/2  cup  chopped  nuts 

Cook  fruit  and  water  5  minutes. 
Add  oleo  and  set  aside  to  cool.  Add  all 
other  ingredients  to  fruit  mixture.  Bake 
in  7  by  1 1  inch  pan  covered  with  veg- 
etable spray  at  350  degrees  for  30 
minutes.  Cool  and  cut  into  bars. 

Yield:  12  bars;  Calories:  240  (1 
bar);  Diabetic  Exchanges:  1/2  bread, 
2  fruit,  2  fat. 

NOTE:  This  recipe  contains  too 
much  sugar  and  fat  for  some  diabet- 
ics. Those  partaking  should  have  their 
diabetes  under  good  control  and  use 
sweet  treats  in  moderation. 


Cooking  Tips 


from  Frances  Allen 
of  Columbia,  Missouri 

•  If  potatoes  are  soaked  in 
hot  water  for  approximately  15 
minutes  before  putting  in  the 
oven,  it  will  hasten  the  baking. 

•  A  little  salt  sprinkled  into  the 
frying  pan  prior  to  frying  will  pre- 
vent splattering. 
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My  big  brother  has  diabetes 


by  Joseph  Juliano,  M.D. 


Or.  Joseph  Juliano  originally  wrote 
this  article  for  children  to  help  them 
understand  diabetes,  but  the  infor- 
mation is  valuable  to  adults  as  well. 

From  the  Editor  Dr.  Juliano  is  one 
of  the  many  members  of  our  Diabetics 
Division  who  has  insulin-dependent 
diabetes.  He  is  a  positive  person  and 
does  not  let  blindness  prevent  him 
from  enjoying  life  and  being  involved 
in  the  mainstream.  He  knows  that  ed- 
ucation regarding  diabetes  and  blind- 
ness is  essential.  Though  this 
manuscript  was  originally  written  lor 
children,  Dr.  Juliano  intended  it  to  be 
used  for  the  education  of  both  children 
and  adults. 

Hello,  my  name  is  Shawn.  I  am 
eight  years  old  and  I  am  in  the  second 
grade.  I  like  social  studies  and  geog- 
raphy. I  like  science  the  best.  My  Mom 
and  Dad  want  me  to  work  harder  in 
English  because  I  do  not  like  it  as  well 
as  science. 

Last  week  I  gave  a  report  in  my  sci- 
ence class.  My  report  was  on  the  dis- 
ease diabetes  mellitus.  I  got  an  A  on 
my  report  and  my  teacher  said  I  did 
an  outstanding  job.  Well,  you  see,  I 
know  a  lot  about  diabetes.  You  see, 
my  big  brother  has  diabetes. 

My  big  brother's  name  is  Michael. 
He  is  older  than  I  am.  He  is  twelve.  He 
is  big  and  strong,  too.  I  want  to  be  just 
like  my  big  brother.  He  plays  baseball 
and  soccer  and  he  also  knows  a  lot 
about  football  and  karate.  I  always  go 
out  and  watch  him  play  with  his 
friends. 

Last  year,  Michael  had  to  go  to  the 
hospital  for  four  days.  The  doctor  said 
he  has  Type  I  insulin  dependent  dia- 
betes mellitus,  or  what  they  used  to 
call,  juvenile  diabetes.  My  Mom  and 
Dad  did  not  know  anything  about  dia- 
betes, and  neither  did  Michael.  We 
were  all  scared  at  first  because  we 
thought  Michael  could  die.  But  the 
doctor  told  us  that  Michael  would  be 
just  fine  as  soon  as  he  learned  to  con- 
trol his  blood  sugar  with  insulin,  diet 
and  exercise. 

Mom  started  to  cry.  Dad  was  very 
upset  and  worried.  I  went  to  my  room 


and  prayed  that  Michael  would  not  die 
from  this  disease.  I  did  not  care  about 
the  times  Michael  was  mean  to  me  or 
when  I  was  mad  at  him.  I  wondered 
what  diabetes  was  all  about  and  what 
would  Michael  have  to  do.  They  said 
that  diabetes  was  incurable  and  that 
you  have  it  for  the  rest  of  your  life  and 
have  to  give  yourself  insulin  shots  ... 
Now,  I  was  really  scared. 

We  took  Michael  to  the  hospital.  He 
had  to  take  his  toothbrush  and  paja- 
mas. The  doctor  said  that  Michael's 
blood  sugar  was  very  high,  over  four 
hundred,  and  that  he  was  In  danger  of 
going  into  diabetic  keto  acidosis  or 
coma.  I  did  not  know  what  any  of  this 
meant.  Neither  did  Mom  and  Dad.  The 
doctor  said  Michael  would  start  to  feel 
better  as  soon  as  he  started  the  in- 
sulin therapy.  The  doctor  told  Mom 
and  Dad  not  to  worry.  They  would  get 
Michael's  blood  sugar  under  control. 

I  started  to  think  about  my  big 
brother.  He  sure  looked  fine  to  me. 
But  Mom  said  that  he  was  losing  a  lot 
of  weight.  But  I  always  saw  my  big 
brother  eat  a  lot.  Sometimes  he  even 
ate  more  dinner  than  Dad.  But  he  was 
pretty  skinny.  Then  I  thought  about 
the  last  baseball  game  Dad  and  I  went 
to  see  Michael  play.  Michael  is  a  good 
pitcher.  I  want  to  be  a  pitcher  too.  But 
this  day  Michael  could  not  pitch  very 
well.  He  looked  very  tired  and  soon 
the  coach  had  to  put  in  another  pitch- 
er. I  had  never  seen  Michael  so  tired 
before.  After  the  game,  Michael  drank 
two  big  cokes,  and  wanted  another 
one.  Mom  had  to  make  him  a  big  din- 
ner that  night  because  he  was  so  hun- 
gry- 

Michael  was  also  going  to  the  bath- 
room a  lot.  In  fact,  I  would  hear 
Michael  get  up  three  or  four  times 
every  night  to  go  to  the  bathroom.  I 
never  have  to  do  that.  And  Michael 
was  always  drinking  a  lot  of  water. 
Sometimes,  I  could  hear  Michael  get  a 
drink  of  water  in  the  middle  of  the 
night.  I  always  wondered  why  he  was 
so  thirsty.  Then  I  remembered  the 
time  I  wanted  Michael  to  throw  the 
football  after  school.  He  said  he  was 
too  tired  and  fell  asleep  on  the  sofa. 

The  doctor  told  us  that  Michael  had 
all  the  symptoms  of  diabetes  that  is 
not  controlled.  He  said  that  rapid 
weight  loss  even  with  eating  a  lot  of 
food  and  snacks  was  a  warning  sign 
for  diabetes.  Another  sign  is  frequent 
urination.  Michael  was  always  looking 
for  a  bathroom  and  a  water  fountain. 
The  doctor  said  that  excessive  thirst 
was  another  symptom  of  uncontrolled 
diabetes.  He  also  said  that  sometimes 
uncontrolled  diabetics  will  have  a 
fruity  smell  to  their  breath  or  may  even 
have  periods  of  blurred  vision.  When 
the  doctor  said  that  uncontrolled  dia- 
betics are  tired  a  lot  and  do  not  have 
their  usual  energy  level,  we  all  knew 
that  Michael  had  almost  all  the  symp- 
toms of  uncontrolled  diabetes. 

When  Michael  came  home  from  the 
hospital,  he  looked  great.  He  told  us 


all  about  what  had  happened.  The 
doctor  told  him  that  diabetes  Is  a  very 
old  disease.  It  was  known  by  the  an- 
cient Egyptians  during  the  time  of  the 
Pharaohs.  In  those  days,  people  with 
diabetes  really  did  die.  Diabetes  can- 
not be  cured.  The  doctor  told  Michael 
that  he  could  manage  his  diabetes 
with  dally  injections  of  insulin.  This 
means  that  fi^ichael  will  have  to  give 
himself  two  Insulin  Injections  every 
day  for  the  rest  of  his  life. 

Michael  said  the  doctor  showed 
him  how  to  prepare  his  Insulin  injec- 
tion with  just  the  right  amount  of  In- 
sulin. I  thought  the  injection  would 
hurt.  But  Michael  said  that  the  syringe 
needle  Is  very  sharp  and  small  and 
does  not  hurt  at  all.  He  showed  me 
the  Insulin  syringe.  It  is  made  of  plas- 
tic and  has  a  very  sharp  stainless 
steel  needle.  It  Is  only  used  one  time, 
then  placed  in  a  special  container  for 
the  trash. 

Then  Michael  showed  us  his  new 
blood  glucose  monitor.  Actually,  It  is 
called  a  glucometer.  Michael  has  to 
use  a  lancet  to  pierce  his  finger  and 
get  a  drop  of  blood.  He  places  the 
drop  of  blood  on  a  special  strip.  He 
then  places  the  strip  into  a  machine 
and  it  tells  him  his  blood  sugar 
amount.  He  said  that  normal  Is  seven- 
ty to  one  hundred  ten  milligrams  per 
deciliter.  After  Michael  finds  out  what 
his  blood  sugar  Is,  he  then  prepares 
his  insulin  injection. 

Michael  gets  an  alcohol  pad  out  of 
the  special  bag  Mom  and  Dad  bought 
him  for  all  his  insulin  stuff.  He  takes 
the  alcohol  pad  and  wipes  the  top  of 
the  insulin  vial.  Michael  says  this  Is  to 
make  sure  the  top  of  the.  vial  is  clean. 
He  then  pulls  back  on  the  plunger  of 
the  syringe.  He  sticks  the  needle  of 
the  syringe  into  the  vial  and  pushes 
down  on  the  plunger.  I  asked  Michael 
why  he  placed  air  into  the  vial  of  In- 
sulin. He  said  that  this  air  made  it  eas- 
ier for  him  to  get  the  insulin  out.  Next 
he  turned  the  vial  upside  down.  He 
carefully  held  the  syringe  and  vial  in 
one  hand.  Then  he  used  the  other 
hand  to  pull  the  plunger  out  of  the  vial 
and  used  the  alcohol  pad  to  ctean  an 
area  on  his  upper  leg.  In  a  flash  he 
had  carefully  stuck  the  needle  into  his 
leg  and  was  pushing  down  on  the 
plunger.  Before  he  took  the  needle 
out,  he  placed  the  alcohol  pad  on  the 
injection  site.  Then  he  took  out  the 
needle.  He  then  gently  rubbed  the  in- 
jection site  with  the  alcohol  pad.  He 
did  not  say  ouch  or  anything.  I  looked 
at  him  to  see  if  it  was  going  to  hurt 
later.  But  it  did  not.  Michael  smiled  at 
me.  I  guess  he  thought  it  was  hurting 
me  more  than  him.  We  both  laughed. 

Michael  takes  his  insulin  before 
breakfast  and  before  dinner.  He  has 
to  check  his  blood  sugar  at  breakfast, 
lunch  and  dinner.  Mom  has  been 
reading  some  diabetic  cookbooks  and 
diabetic  diet  plans.  She  got  those 
books  from  the  library.  She  told  us  we 
will  all  do  better  with  our  eating  habits 


If  we  use  some  of  the  diabetic  diet 
plan.  Mom  said  that  refined  sugar  in 
large  amounts  is  not  good  for  any  of 
us.  Too  much  cake  and  candy  Is  bad 
also.  She  said  that  too  much  fat  and 
food  high  in  cholesterol  must  be 
avoided.  I  asked  Mom  if  Michael 
would  ever  be  able  to  eat  a  piece  of 
candy  again.  She  said  that  he  could, 
but  not  in  any  large  amount.  In  fact, 
Michael  can  eat  almost  anything.  He 
drinks  diet  soda  without  sugar.  They 
are  sweetened  with  nutrasweet  In- 
stead of  sugar.  Now  I  do  not  drink  as 
many  sugar  sodas  either. 

Dad  said  that  Michael  must  get 
enough  exercise.  But  he  must  be 
careful  not  to  over  exercise  because 
he  could  have  an  insulin  reaction. 
None  of  us  really  understood  what  an 
insulin  reaction  was.  We  soon  learned 
that  an  insulin  reaction  happens  when 
the  diabetic's  blood  sugar  is  too  low. 
One  day  Michael  came  in  after  playing 
football.  He  was  sweaty  and  seemed 
confused.  After  a  few  minutes  of  rest, 
he  did  not  stop  sweating.  Mom  took  a 
look  at  him  and  asked  if  he  was  okay. 
He  did  not  answer  right  away.  Mom 
knew  Michael  was  having  an  insulin 
reaction.  She  ran  to  the  kitchen  and 
got  Michael  a  glass  of  orange  juice. 
Michael  drank  down  the  orange  juice. 
He  felt  better  right  away.  The  doctor 
told  Michael  that  orange  juice  was  the 
fastest  acting  remedy  for  an  insulin  re- 
action. In  a  pinch,  any  sugar  will  do.  A 
candy  bar,  cookies,  a  packet  of  sugar 
like  at  the  restaurant,  all  will  work  for 
an  insulin  reaction.  Michael  carries 
small  boxes  of  orange  juice,  the  kind 
with  the  little  straw  on  the  side,  in  his 
back  pack.  He  also  keeps  one  by  his 
bedside.  He  always  has  candy  or 
sugar  with  him  at  school. 

Michael  Is  doing  better  and  better 
with  his  diabetes.  He  says  that  no  one 
can  do  it  for  him.  It  is  his  responsibility 
to  take  care  of  himself.  This  way,  he 
can  lead  a  normal  life,  the  doctor  told 
him.  The  doctor  gave  Michael  two 
books  to  read  on  diabetes.  In  the  first 
one,  Michael  found  out  that  insulin 
was  discovered  by  two  Canadian  doc- 
tors named  Banting  and  Best.  They 
made  the  discovery  of  insulin  around 
1920,  when  they  injected  the  ground 
up  pancreas  from  a  cow,  into  diabetic 
dogs.  This  lead  to  the  discovery  of  in- 
sulin, which  is  produced  by  a  special 
endocrine  gland  called  the  pancreas. 
Specialized  cells,  within  the  pancreas, 
called  beta  cells,  produce  the  hor- 
mone called  insulin.  In  people  without 
diabetes,  insulin  is  released  automati- 
cally. In  diabetics  like  Michael,  the 
pancreas  does  not  work.  The  insulin 
must  be  Injected  because  chemicals 
in  the  stomach  would  destroy  insulin  if 
it  were  swallowed  by  mouth. 

The  next  book  told  Michael  about 
living  with  diabetes  for  everyday.  It 
told  him  to  always  keep  his  insulin 
cool.  It  must  not  get  too  hot  or  too 
cold.  The  book  showed  Michael  how 
(Continued  on  page  16) 
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AARP  plan  gets  big  yes  vote 


by  Elliot  Carlson 


Seizing  a  chance  to  express  their 
views  on  a  Bulletin  ballot,  readers 
conferred  on  AARP's  draft  proposal 
for  health-care  reform  a  large  —  if 
clearly  unofficial  —  vote  of  confi- 
dence. 

The  results  show  very  strong  sup- 
port tor  the  concept  behind  AARP's 
draft  proposal"  among  those  respond- 
ing, says  AARP  research  director 
Constance  Swank.  'This  is  one  more 
sign  that  people  want  major  changes 
in  America's  health-care  system." 

The  "Votes"  were  cast  in  June  when 
The  Bulletin,  in  a  Sound  Off  column, 
asked  members  to  evaluate  AARP's 
draft  proposal  to  revamp  the  country's 
troubled  health  system.  Called  Health 
Care  America,  the  proposal  was  un- 
veiled early  this  year  by  AARP  and 
submitted  to  members  for  review. 

In  the  questionnaire,  readers  were 
asked  to  judge  key  features  of  the 
proposal,  and  they  were  asked  if  they 
would  back  the  plan  if  AARP  formally 
proposed  it  to  Congress. 

Also,  readers  were  asked  how  they 
wanted  the  AARP  proposal  structured 
—  through  a  "blended "  approach  com- 
bining features  of  leading  plans  in 
Congress,  or  through  a  "single-payer" 
system  sponsored  by  the  government. 
Finally,  readers  were  asked  to  assess 
two  different  tax  options  for  financing 
the  proposal. 

More  than  50,000  readers  respond- 
ed. The  ballots  exceeded  the  number 
that  could  be  analyzed  manageably, 
but  with  the  help  of  a  consulting  firm 
the  Bulletin  tallied  10,000  responses, 
a  sample  large  enough  to  reflect  the 
views  of  all  50,000  within  a  margin  of 
error  of  plus  or  minus  one  percent. 

Still,  the  survey  itself  wasn't  intend- 
ed to  be  scientific.  "We  know  that 
those  who  took  time  to  respond  are 
not  necessarily  representative  of  the 
entire  membership,"  Swank  says. 

Of  the  10,000  ballots  counted,  no 
fewer  than  6,422,  or  64  percent,  say 
they  "strongly  favor"  the  AARP  plan, 
while  2,296,  or  23  percent,  say  they 
"somewhat  favor"  it,  resulting  In  a  total 
favorable  vote  of  87  percent. 

Just  eight  percent  say  they  "strong- 
ly oppose"  the  plan,  and  the  remaining 
five  percent  "don't  know"  enough 
about  the  proposal  to  favor  or  oppose 
it. 

Many  readers  say  they  are  simply 
fed  up  with  the  current  system.  "It  has 
become  a  national  disgrace  that  so 
many  of  our  citizens  are  either  unin- 
sured or  underinsured,"  writes  Trudi 
Biermann,  55,  of  Florissant,  Mo. 

"We  need  help,"  says  Joan  Shur- 
gan,  62,  of  Westwood,  N.J..  "We  can't 
afford  all  the  medical  care  we  need, 
so  we  do  without."  Adds  Laddie  L. 
Stahl,  71,  of  Rexford,  N.Y.,  "[AARP's 
plan]  covers  serious  problems,  and 
provides  home  and  nursing  home 
care." 

Reader  response  to  the  Bulletin 
Sound  Off  column  gives  a  strong  push 
forward  to  the  Association's  draft  pro- 


posal, which  is  now  being  reviewed  by 
members  in  hundreds  of  hearings  and 
forums  around  the  country. 

The  ideas  emerging  from  these 
sessions,  from  scientific  surveys  of 
the  membership,  and  from  counts 
such  as  the  Bulletin's  will  help  guide 
AARP's  board  of  directors  next  year  in 
deciding  whether  AARP's  draft  pro- 
posal is  accepted  (and  offered  to 
Congress),  changed  or,  possibly, 
dropped. 

In  making  its  decision,  the  board 
will  not  rely  on  any  one  measure  of  its 
acceptability  to  members,  says  re- 
search director  Swank.  'The  board  will 
take  into  account  many  different  fac- 
tors." 

Results  from  the  Bulletin  tabulation 
roughly  match  those  from  a  count  of 
some  35,000  members  attending 
AARP  health  forums  around  the  coun- 
try. Sixty  percent  of  the  forum  respon- 
dents say  they  feel  the  AARP  plan 
coverage  would  be  "somewhat  better" 
or  "much  better"  than  their  current 
coverage. 

But  AARP's  Swank  warns  that  Bul- 
letin and  forum  balloting  should  be  in- 
terpreted cautiously.  She  note  that 
both  are  based  on  unscientific  sam- 
ples. 

Moreover,  she  adds,  in  a  national 
sample  of  1,500  AARP  members,  in- 
terviewed by  phone  in  late  August  by 
the  ICR  Survey  Research  Group,  just 
40  percent  said  they  had  read  of  or 
heard  about  the  AARP  draft  proposal. 

Of  this  40  percent,  less  than  half 
(or  16  percent  of  the  total  sample),  in- 
dicated that  they  were  at  least  some- 
what familiar  with  it.  'This  is  sobering 
news,"  Swank  says.  "There  are  an 
awful  lot  of  members  who  aren't  even 
aware  that  AARP  has  a  health-reform 
proposal." 

The  good  news,  she  adds,  is  that 
the  more  people  know  about  the  plan 
the  better  they  seem  to  like  it.  In  the 
August  telephone  survey,  80  percent 
of  those  familiar  with  the  plan  said 
they  would  favor  it  if  it  were  before 
Congress.  "Of  those  who  know  about 
the  plan,"  Swank  says,  "most  like  it." 

The  Bulletin  results,  she  adds,  cast 
light  on  what  some  people  who  know 
about  the  plan  think  of  it.  Most  of  what 
they  think  is  positive,  she  notes. 

At  least  two-thirds  of  Sound  Off  re- 
spondents say  they  feel  either  "very 
good"  or  "good"  about  all  six  features 
listed  on  the  ballot.  More  than  four- 
fifths  (83  percent)  feel  that  a  Medicard 
that  eliminates  most  paperwork  is  a 
very  good  feature,  and  close  to  three- 
fourths  say  pre-set  payments  to  doc- 
tors and  hospitals  (73  percent)  and 
guaranteed  health  coverage  for  all  (71 
percent)  are  very  good  features. 

AARP's  proposal  wins  approval 
from  Willard  H.  Pratt,  64,  of  Louisville, 
Ky.,  because  it  "covers  all  ages."  The 
plan  "should  remedy  the  rising  costs 
of  treatment  and  prescriptions,"  adds 
Vernon  Kiefer,  64,  of  Lee's  Summit, 
Mo. 


Health  Care 
America 


AARP's  draft  reform  proposal 
features  a  single  card  called  the 
Medicard  that  would  assure  access 
to  care  tor  all  individuals,  regard- 
less of  job  status,  income,  age  or 
pre-existing  condition.  Cardholders 
would  gain  access  to  an  expanded 
Medicare  program,  providing  pre- 
ventive, acute,  prescription  drug 
and  long-term  care  benefits. 

It  would  put  limits  on  out-of-pock- 
et expenses.  It  would  seek  to  curb 
costs  by  using  national  and  state 
budget  targets  for  spending,  setting 
standard  rates  for  providers  and 
limiting  prescription  drug  prices. 

Under  the  proposal,  employers 
would  pay  an  eight  percent  payroll 
tax  to  enroll  their  employees  and 
dependents  in  the  new  program. 
This  tax  would  be  waived  for  em- 
ployers who  offer  equivalent  or  bet- 
ter acute-care  coverage. 

Patients  would  pay  deductibles 
and  coinsurance  for  acute  care  just 


as  they  do  now,  but  the  cost-shar- 
ing burden  would  be  lower  —  no 
more  than  10  percent.  Long-term 
care  would  be  available  with  no  de- 
ductible and  only  modest  copay- 
ments.  All  cost-sharing  would  be 
capped  annually. 

The  AARP  proposal  would  cre- 
ate a  monthly  premium  for  those 
enrolled  in  the  new  Medicare  pro- 
gram (replacing  the  current  premi- 
um for  Medicare  enrollees).  For 
adults,  the  premium  would  be  $50 
per  month;  families  would  also  pay 
a  single  monthly  $25  payment  for 
any  or  all  children.  Individuals  cov- 
ered in  employer-based  plans 
would  pay  no  more  than  20  percent 
of  the  cost  of  the  coverage,  adjust- 
ed for  family  size.  The  poor  would 
pay  no  premium;  low-income  per- 
sons would  pay  on  a  sliding  scale. 

Also,  the  plan  would  double  "sin" 
taxes  on  alcohol  and  tobacco  and 
add  a  five  percent  surtax  on  corpo- 
rate income  taxes.  The  bulk  of  the 
revenues  to  be  raised  by  taxes 
would  come  either  from  a  new 
three  percent  income  tax  or  a  five 
percent  consumption  tax  on  certain 
goods  and  services. 


What  do  you  think  of  these  features  of 

the  Health  Care  America  Plan? 

A  Medicard  that  eliminates 
almost  all  paper  work. 

Very 
good 

83% 

Good 

10% 

Neutral 

2% 

Poor 

1% 

Very 
poor 

1% 

Guaranteed  coverage  for  all. 

71% 

14% 

5% 

3% 

4% 

Coverage  of  80  percent  of 
long-term  care  costs  at  home 
or  in  the  community. 

61% 

25% 

4% 

3% 

3% 

Employers  have  to  cover  their 
workers  or  pay  a  tax  to  enroll 
them  in  an  expanded  public  program 

45% 

22% 

12% 

5% 

7% 

Coverage  of  at  least  two-thirds  of 
nursing-home  costs,  more  tor  people 
with  low  or  moderate  incomes. 

57% 

26% 

5% 

4% 

4% 

Cost  controls  including  pre-set 
payment  amounts  for  doctors 
and  hospitals. 

73% 

16% 

4% 

2% 

2% 

The  only  feature  receiving  a  rating 
of  very  good  by  less  than  half  of  the 
respondents  is  the  one  requiring  em- 
ployers to  cover  workers  or  pay  a  pay- 
roll tax,  the  so-called  "play  or  pay"  op- 
tion. Such  an  approach  might  "cause 
many  small,  new  or  struggling  firms  to 
partnerships  to  close  shop,"  worries 
Viljo  Tart,  58,  of  Punta  Gorda,  Fla. 

Members  differ  on  some  key  points 
even  while  agreeing  on  the  need  for 
reform,  suggesting  there's  still  a  lack 
of  national  consensus  on  just  how  to 
reform  the  system.  Nearly  half  (47 


percent)  of  the  Sound  Off  respondents 
say  they  prefer  the  "single-payer"  ver- 
sion of  AARP's  plan,  while  39  percent 
prefer  the  "blended"  version  and  13 
percent  are  unable  to  choose. 

Opposite  results  show  up  among 
forum  respondents:  35  percent  prefer 
the  blended  approach,  30  percent  the 
single-payer  and  35  percent  can't  de- 
cide. 

Another  area  where  members  differ 

is  over  the  two  tax  options  proposed 

for  financing  AARP's  plan,  either  a 

(Continued  on  page  16) 
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How  to  beat  the  heat 

by  John  Devlin,  M.D. 


My  big  brother  has  diabetes 

(Continued  from  page  14) 


(ohn  T.  Devlin,  M.D.,  is  Medical  Di- 
rector of  the  Diabetes  Center  at  Maine 
Medical  Center  in  Portland,  Maine, 
and   is  an   Associate   Professor  of 
Medicine  at  the  University  of  Vermont 
College  of  Medicine.  Dr.  Devlin 
is  the  Vice  Chairman  of 
the  American  Diabetes 
Association  (ADA) 
Council  on  Exer- 
cise  and   past 
President    of 
the  ADA  Ver- 
mont affili- 
ate. He  has 
published 
over  35  ar- 
ticles  and 
papers   on 
topics  such 
as     insulin 
sensitivity, 
metabol  ism 
and     exercise 
and  has  authored 
several  book  chap- 
ters including  Diabetes 
Mellitus  and  Exercise  and 
Exercise  in  the  Management  of 
Insulin-Dependent  Diabetes  Mellitus. 

O.  WHAT  ARE  SOME  OF  THE 
FACTORS  THAT  AFFECT  DIA- 
BETES CARE  DURING  THE  SUM- 
MER? 

A.  People  are  generally  more  phys- 
ically active  during  the  summer,  which 
is  an  important  part  of  any  diabetes 
treatment  plan.  However,  although  ex- 
ercise is  beneficial,  it  does  lower 
blood  sugar  levels. 

Warm  weather  affects  diabetes 
management  in  several  ways.  For  ex- 
ample, dehydration  may  increase 
blood  glucose  levels.  Sodium  is  lost 
due  to  dehydration,  therefore  foods 
containing  salt  are  often  needed. 
Warmer  temperatures  can  also  cause 
an  increase  of  blood  flow  to  the  skin, 
which  may  result  in  more  rapid  ab- 
sorption of  insulin.  In  some  cases,  the 
stress  of  severe  sunburn  may  cause 
blood  glucose  levels  to  rise. 

O.  WHAT  RECOMMENDATIONS 
DO  YOU  HAVE  FOR  SOMEONE 
PLANNING  TO  EXERCISE? 

A.  If  you  have  not  been  exercising 
regularly,  begin  by  getting  a  thorough 
medical  checkup.  The  American  Dia- 
betes Association  recommends  that 
anyone  who  has  had  diabetes  for 
more  than  15  years,  or  who  is  over  30 
years  old,  get  a  pre-exercise  stress 
test,  which  is  a  cardiac  test  usually 
done  on  a  treadmill.  People  who  have 
physical  problems  should  be  particu- 
larly careful  when  exercising.  For  ex- 
ample, activity  that  is  stressful  on  the 
feet  should  be  avoided  by  people  with 
the  symptoms  of  neuropathy. 

As  a  general  rule,  if  your  blood  glu- 
cose is  under  120  mg/dL,  take  some 
food  with  you  in  case  your  blood 
sugar  drops  too  low.  If  you're  over  250 
mg/dL,  wait  and  check  for  ketones 


(the  breakdown  products  from  the  di- 
gestion of  fats).  Exercising  could  pro- 
duce more  ketones  and  cause  serious 
problems. 

Because  of  the  increased  risk  of 
hypoglycemia,  good  blood  glu- 
cose control  is  essential 
when  exercising.  Plan 
ahead  before  you 
exercise.  For  ex- 
ample, if  you 
intend  to  go 
swimming, 
it's  a  good 
idea  to  go 
one  or  two 
hours  after 
a        meal 
when  blood 
sugar  lev- 
els are  less 
likely  to  be 
low.  Monitor 
your  blood  glu- 
cose before,  dur- 
ing a  break,  and 
after  you  swim.  Use 
common  sense.  Don't 
swim  out  farther  than  you  are 
able!  Also,  be  sure  to  carry  diabetes 
medical  identification  at  all  times  in 
case  of  an  emergency. 

O.  WHAT  OTHER  PRECAUTIONS 
SHOULD  A  PERSON  WITH  DIA- 
BETES TAKE  DURING  WARMER 
WEATHER? 

A.  Because  of  the  heat,  drink  plenty 
of  water  to  prevent  dehydration.  Avoid 
unnecessary  stress  to  your  feet  by 
wearing  shoes  that  don't  cut  circula- 
tion off  and  that  project  against  hot 
surfaces  such  as  sand  and  pavement. 
Be  cautious  about  sticking  your  feet  in 
a  steaming  hot  tub  or  bath  —  this  Is 
more  stress  on  your  skin. 

I  emphasize  to  my  patients  to  keep 
blood  glucose  levels  in  control.  This 
may  mean  more  testing  in  order  to 
stay  in  control.  Simple  problems  such 
as  bug  bites  and  scratches  can  lead 
to  infection,  and  the  best  way  to  com- 
bat this  is  to  always  be  in  good  con- 
trol. As  the  saying  goes:  "Good  control 
equals  good  healing." 

O.  WHAT  PRECAUTIONS 
SHOULD  A  PERSON  WITH  DIA- 
BETES TAKE  WHEN  TRAVELING? 

A.  Plan  ahead  before  your  trip. 
Consult  with  your  physician  for  individ- 
ual advice  on  your  health.  Research 
your  destination  for  specifics  on  cli- 
mate and  food,  and  carry  food  with 
you  at  all  times  to  avoid  unexpected 
hypoglycemia.  You  should  always 
bring  twice  the  testing  supplies,  in- 
sulin, glucagon,  and  other  medical 
supplies  in  different  bags  in  case  of 
lost  luggage.  And  don't  forget  your 
medical  identification. 

(Note:  This  article  appeared  in  the 
"Ask  The  Expert"  column  of  the  Moni- 
tor, Volume  2,  Number  2.  Reprinted 
courtesy  of  LifeScan  Inc.) 


to  find  new  places  to  inject  his  insulin. 
It  showed  him  the  best  areas  are  the 
upper  and  outer  thighs,  the  buttocks, 
upper  arms  near  the  shoulder  and  the 
stomach.  These  areas  should  be 
changed  so  that  the  insulin  is  not  in- 
jected in  the  same  place  all  the  time. 
The  book  also  told  lOlichael  that  clean- 
liness is  very  important  for  the  diabet- 
ic. The  diabetic's  feet  must  be  washed 
and  dried  every  day  and  looked  over 
carefully  for  any  scratch,  bruise  or  cut. 
Shoes  for  the  diabetic  should  not  be 
too  tight  or  loose  fitting.  Dad  said  that 
the  healthful  ways  a  diabetic  has  to 
live  would  be  good  for  everyone. 

I^ichael  said  that  the  book  he  read 
stressed  good  control  for  the  diabetic. 
I  did  not  know  what  diabetic  control 
was.  Michael  said  that  a  diabetic  must 
control  his  blood  sugar  by  taking  the 
right  amount  of  insulin,  eating  the 
proper  diet  and  getting  enough  exer- 
cise. Michael  said  that  the  key  to  good 
diabetic  control  is  a  balance  of  insulin, 
exercise  and  diet.  I  asked  Michael 
what  would  happen  to  him  if  he  could 
not  be  in  control.  The  doctor  told 
Michael  that  diabetes  has  some  long 
term  complications.  I  felt  dumb  when  I 
asked  what  a  long  term  complication 
was.  He  said  that  after  eighteen  or 
twenty  years  with  diabetes,  you  could 
have  some  problems.  After  many 
years  with  diabetes,  some  diabetics 
will  develop  eyesight  problems,  kidney 
problems  or  problems  with  the  circula- 
tion in  their  legs  and  feet.  I  asked 
Michael  how  he  could  keep  from  hav- 
ing these  problems.  He  said  that  tak- 
ing good  care  of  himself  and  visiting 
the  doctor  on  a  regular  basis,  check- 


ing his  blood  sugar  every  day  and  eat- 
ing the  right  food  would  help  prevent 
diabetic  complications.  I  knew  Michael 
could  do  it. 

The  doctor  told  Michael  that  having 
diabetes  is  a  challenge  for  the  rest  of 
your  life.  He  said  that  diabetes  can  be 
frustrating  and  a  lot  of  work,  but  with 
the  proper  attitude  and  understanding, 
he  would  live  as  near  normal  a  life  as 
anyone.  Then  he  told  Michael  some- 
thing special.  He  said  that  for  the  rest 
of  your  life,  you  will  have  to  be  your 
own  doctor.  You  will  become  your 
own  doctor  because  a  doctor  in  a  hos- 
pital or  clinic  cannot  live  inside  your 
body  with  you  twenty-four  hours  a 
day.  Of  course,  you  must  visit  your 
regular  doctor  often  so  that  he  or  she 
can  run  the  proper  tests  and  make 
sure  everything  is  all  right.  So  you,  the 
new  diabetic,  will  be  your  own  doctor 
for  most  of  the  time.  It  will  be  up  to 
you  to  make  the  right  decisions  about 
when  to  take  your  insulin,  how  much 
to  give,  what  kind  of  food  to  eat  and 
how  much,  and  the  right  amount  of 
exercise.  The  challenge  is  yours  alone 
and  it  is  your  responsibility  to  be 
courageous  and  brave  with  this  chal- 
lenge. Your  family  and  your  doctor 
can  assist  you  to  do  the  best  job  pos- 
sible. 

My  big  brother  takes  his  diabetes 
very  seriously.  Now  he  wants  to  be- 
come a  real  doctor  some  day.  He 
wants  to  work  toward  the  permanent 
cure  for  diabetes. 

Some  day  I  want  to  become  a  doc- 
tor too,  just  like  my  big  brother. 

Copyright  1991  MD  Systems.  All 
rights  reserved. 


AARP  plan  gets  big  yes  vote 
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three  percent  tax  on  all  yearly  income, 
including  Social  Security,  above 
$15,000  for  a  single  person  or 
$20,000  for  a  couple;  or  a  five  percent 
tax  on  goods  and  services  except 
food,  housing  and  medical  care  —  a 
value-added  tax  (VAT). 

Approximately  two-fifths  of  Sound 
Off  respondents  say  they  favor  the 
three  percent  income  tax,  while  a 
quarter  favor  the  VAT  and  another 
quarter  say  they  can  support  either 
funding  plan.  Just  10  percent  oppose 
both  options. 

Evan  D.  Adams,  63,  of  Treasure  Is- 
land, Fla.,  favors  the  three  percent  in- 
come tax  option  on  grounds  "this 
would  be  fairer"  than  a  VAT.  But  an 
Olympia,  Wash.,  member  opposes 
both  options,  because  neither  puts 
any  "tax  on  lower-income  people. 
People  should  pay  some  portion  of 
their  share." 

Other  members  criticize  various  as- 
pects of  the  AARP  proposal.  Frank 
Corner,  59,  of  Mission  Viejo,  Calif., 
finds  the  cost  containment  provision 
"very  vague"  and  thinks  the  annual 


deductible  in  the  medical  care  propos- 
al is  "too  high."  Maurice  Dill,  67,  of 
Evansville,  Ind.,  labels  the  long-term 
care  portion  of  the  AARP  plan  "some- 
what unrealistic,"  because  "people 
usually  require  much  more  care  than 
the  plan  allows  for." 

And  some  members  reject  the  pro- 
posal outright,  citing  cost  factors  or 
saying  the  government  can't  be  trust- 
ed to  implement  it.  AARP  is  "opening 
a  Pandora's  box,"  warns  Charles  F. 
Hopper,  65,  of  Glen,  N.H.  "This  pro- 
gram will  be  expensive  beyond  any 
estimates  you  can  come  up  with  now." 

But  members  "strongly"  opposing 
the  plan  represent  only  a  tiny  minority 
of  respondents.  "Overall  those  mem- 
bers responding  to  the  Sound  Off  are 
favorable,"  says  AARP's  Swank. 
'These  results  are  an  important  signal 
to  AARP  of  the  degree  to  which  mem- 
bers believe  health-care  reform  is  an 
important  issue." 

(Note:  This  article  appeared  in  the 
November  1992  Bulletin,  •'1992, 
American  Association  of  Retired  Per- 
sons. Reprinted  with  permission.) 
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The  Freedom  Bell 


Dr.  Kenneth  Jernigan,  president 
emeritus,  National  Federation  of 
the  Blind,  introduces  a  new  book 
published  by  the  Federation. 

From  the  Voice  Editor:  The  Free- 
dom Bell  is  a  book  of  articles  au- 
thored by  blind  individuals.  These  sto- 
ries depict  how  children,  men.  and 
women  deal  with  vision  loss  and  the 
anger,  fear,  and  frustration  often  ex- 
perienced The  editor's  introduction  is 
by  Dr.  Kenneth  Jernigan,  president 
emeritus  of  the  National  Federation  of 
the  Blind.  Dr.  Jernigan  knows  that  if 
someone  faces  blindness,  they  have 
options.  Blind  persons  with  proper 
training  and  opportunities  can  enjoy 
life,  be  productive  and  be  involved  in 
the  mainstream. 

The  Freedom  Bell  is  formatted  in 
large  print  and  on  audio  cassette.  The 
print  version  costs  $3,  reference 
#LSA35P,  and  the  cassette  version 
costs  $10.  reference  #LSA35C. 
Please  make  checks  payable  to  and 
order  from  the  National  Federation  of 
the  Blind,  l\/laterials  Center,  1800 
Johnson  Street,  Baltimore,  MD  21230: 
telephone  (410)  659-9314.  The  follow- 
ing are  excerpts  from  The  Freedom 
Bell. 


Editor's  Introduction 
by  Kenneth  Jernigan 

This  is  the  second  of  the  Kernel 
Books.  In  introducing  it  I  can  do  no 
better  than  repeat  some  of  the  things  I 
said  last  year  when  we  issued  What 
Color  Is  the  Sun,  the  first  of  the  se- 
ries. 

For  at  least  twenty  years  I  have 
been  appearing  on  the  radio  and  tele- 
vision and  in  the  newspapers  as  the 
spokesman  of  the  National  Federation 
of  the  Blind,  and  lately  something  has 
been  happening  with  increasing  fre- 
quency, something  which  I  probably 
should  have  anticipated  but  didn't. 
Total  strangers  keep  stopping  me  on 
the  street  or  in  the  supermarket  or  air- 
port to  ask  me  about  blindness.  Well, 
not  exactly  about  blindness  as  such, 
but  about  what  it's  like  to  be  blind  — 
about  the  everyday  experiences  and 


the  ordinary  happenings  in  the  lives  of 
blind  people.  I  do  the  best  I  can  to  tell 
them,  but  usually  neither  they  nor  I 
have  the  time  for  me  really  to  do  it 
right.  This  book  is  an  attempt  to  reme- 
dy that  situation.  Even  so,  I  still  don't 
know  that  I  have  done  it  right,  but  at 
least  it  is  better  than  a  hurried  attempt 
in  a  supermarket. 

The  persons  who  appear  in  the 
pages  of  the  book  are  people  that  I 
know  —  friends,  former  students,  col- 
leagues in  the  National  Federation  of 
the  Blind.  Mostly  they  tell  their  own 
stories  —  stories  of  ordinary  men  and 
women,  who  think  about  last  night's 
dinner,  today's  taxes,  and  tomorrow's 
hopes  and  dreams.  These  are  people 
I  tfiink  you  would  like  to  know,  so  I  am 
introducing  them  to  you.  And  I  am 
also  telling  you  a  little  about  myself. 
When  you  have  finished  reading  these 
personal  accounts  and  reminiscences 
I  hope  you  will  have  a  better  picture  of 
what  it  is  like  to  be  blind  and  how  blind 
people  feel.  Mostly  we  feel  just  about 
the  same  way  you  do. 


Being  Blind  (My  true  story) 

by  Sindy  Greenwell 

Sindy  Greenwell  is  a  fifth  grader  at 
Lothian  Elementary  School  in  Anne 
Arundel  County,  Maryland.  She  wants 
to  be  a  writer  when  she  grows  up.  I 
believe  she  has  a  good  start,  and  I 
think  you'll  agree  with  me. 

I  was  born  blind.  I  could  read  large 
print  until  I  was  5.  Now  I'm  10  and  to- 
tally blind.  I  go  to  a  public  school. 
Being  blind  requires  a  10-pound 
Brailler  and  a  cane  about  one  meter 
long.  The  more  I  grow,  the  bigger  the 
cane.  My  friends  are  very  helpful,  and 
I  can  trust  them.  I  can  climb  on  the 
bars  at  recess.  I  can  do  anything  I 
want  if  I  try.  You  see,  being  blind 
doesn't  mean  a  thing.  Just  because  I 
may  mess  up  on  something  doesn't 
mean  it's  the  end  of  the  world.  I  could 
always  try  again.  And  I  don't  need 
much  help  on  things,  either.  Now  you 
know  what  it's  like  being  blind. 


My  Journey  Into  Blindness 

by  Claire  McCuller 

Claire  l\AcCuller  became  a  student 
at  the  Louisiana  Center  for  the  Blind, 
the  training  center  for  blind  adults  run 
by  the  National  Federation  of  the  Blind 
of  Louisiana.  She  is  a  talented  and 
sensitive  elementary  school  teacher. 
When  she  began  to  lose  her  sight,  her 
common  sense  told  her  that  there 
were  ways  to  combat  her  blindness. 
Here  is  her  description  of  her  struggle 
to  find  the  answers  she  was  seeking. 

My  journey  into  blindness  began  in 
1979  when  I  was  diagnosed  as  having 
Retinitis  Pigmentosa  (RP).  The  diag- 
nosis itself  was  somewhat  difficult  to 


obtain.  After  I  had  repeatedly  asked 
my  ophthalmologist  for  an  explanation 
of  my  inability  to  see  things  in  my 
apartment  that  I  knew  were  there,  he 
finally  asked  me,  "How  many  fingers 
am  I  holding  up?"  When  I  answered 
that  I  couldn't  see  his  hand,  much  less 
his  fingers,  my  journey  began. 

After  tests,  consultations,  and  large 
expenditures  of  money,  I  knew  for  cer- 
tain that  I  was  going  to  be  blind, 
though  no  one  could  tell  me  exactly 
when  or  how  rapidly  my  loss  of  eye- 
sight would  occur.  Furthermore,  those 
people  who  consented  to  discuss  the 
problem  with  me  could  not  (or  would 
not)  tell  me  about  options  or  advise 
me  about  what  I  should  do  next.  A 
friend  told  me  that  there  were  agen- 
cies in  the  area  that  worked  with  the 
blind  and  suggested  that  I  might  re- 
ceive support  and  services  from  them. 

I  made  the  necessary  contacts,  and 
one  afternoon  a  counselor  came  to 
see  me.  The  first  thing  he  told  me  was 
that  all  blind  people  were  retarded.  In 
a  few  carefully  chosen  works  (that  I 
shall  not  repeat  in  this  article)  I  told 
him  someone  had  messed  up  pro- 
foundly since  I  had  just  received  my 
master's  degree  in  educational  admin- 
istration. The  meeting  was  quickly  ter- 
minated. 

Apparently  wishing  to  make 
amends,  the  counselor  called,  inviting 
me  to  come  in  and  review  the  career 
file  available  in  his  office.  On  my  ar- 
rival he  suggested  that  I  review  the  in- 
formation about  appropriate  jobs 
available  in  the  area.  He  especially 
advised  me  to  look  at  the  employment 
file  card  titled  "Baker's  Assistant."  An- 
other meeting  was  quickly  terminated. 

Even  at  this  time  I  recognized  that, 
as  my  sight  worsened,  I  would  eventu- 
ally need  to  learn  new  skills  and  have 
to  make  changes  in  my  life.  I  wanted 
someone  to  tell  me  what  those 
changes  should  be  and  how  to  imple- 
ment them.  Unfortunately  it  seemed 
that,  no  matter  where  I  turned,  no  one 
was  able  to  give  me  the  information 
that  I  was  seeking. 

For  the  next  eight  years  I  continued 
in  my  search  for  an  intelligent  solution 
and  a  rational  approach  to  my  prob- 
lems. Along  the  way  I  wrote  letters  to 
people  who  were  supposed  to  know 
about  rehabilitation  and  blindness, 
and  I  gathered  and  read  information 
about  as  many  different  options  as  I 
could.  My  journey  was  mostly  along 
dead-end  paths. 

As  a  finalist  in  Louisiana's  Elemen- 
tary Teacher  of  the  Year  contest,  I 
had  the  pleasure  of  appearing  on  local 
television  with  my  students.  One  of 
the  questions  the  reporter  asked  me 
was  "What  are  your  goals  and  plans 
for  the  future?"  I  responded  that  be- 
cause of  the  progression  of  my  eye 
disease,  I  did  not  know  how  much 
longer  I  could  remain  in  the  regular 
classroom. 

Enter  Joanne  Wilson,  President  of 
the  National  Federation  of  the  Blind  of 
Louisiana,  and  the  staff  at  the 
Louisiana  Center  for  the  Blind.  I  re- 


ceived information  from  the  Center 
after  the  broadcast  of  my  television  in- 
terview. And  I  immediately  wrote  a  let- 
ter to  Mrs.  Wilson,  who  serves  as  di- 
rector of  the  National  Federation  of 
the  Blind's  Center  in  Louisiana,  ex- 
pressing eight  year's  worth  of  uncer- 
tainty and  frustration.  She  then  called 
me  at  home.  After  talking  to  her,  I  re- 
alized that  my  journey  into  blindness 
had  not  come  to  a  dead  end;  rather,  it 
was  about  to  take  me  to  a  smooth 
highway  leading  to  useful  information 
and  intelligent  solutions. 

At  the  time  of  this  writing  I  have 
been  at  the  Center  in  Ruston, 
Louisiana,  for  two  months.  In  this 
short  time  I  have  begun  my  study  of 
Braille  and  computers  and  have  be- 
come a  more  accurate  typist.  I  am 
gradually  overcoming  my  fear  of  travel 
under  sleep  shades  using  a  white 
cane. 

I  have  been  introduced  to  the  Na- 
tional Federation  of  the  Blind  and 
have  adopted  its  philosophy  as  my 
own.  However,  perhaps  the  best  edu- 
cation I  have  received  at  the  Center 
has  come  from  my  observation  of  suc- 
cessful blind  individuals  associated 
with  the  Center.  As  I  return  to  my 
teaching  career  this  coming  fall,  my 
renewed  self-confidence  is  allowing 
me  to  pursue  new  challenges  in  the 
field  of  education.  I  have  decided  to 
teach  seventh  and  eighth  grade  gifted 
students  in  a  new  school  rather  than 
the  fourth  graders  I  have  been  teach- 
ing. My  joumey  into  tlindness  has  not 
been  without  its  bumps  and  detours, 
but  now  I  can  say  that  through  my 
own  persistence  and  curiosity  and 
through  the  support  I  have  received 
from  the  National  Federation  of  the 
Blind  at  the  Louisiana  Center  for  the 
Blind,  my  journey  continues  in  a  posi- 
tive direction. 
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(Resource  list) 

Inclusion  of  materials  in  this  publi- 
cation is  for  information  only  and  does 
not  imply  endorsement  by  the  Diabet- 
ics Division  of  the  NFB. 


Equipment 

Digi-Voice  Plus  II — Update:  In  the 

last  edition  of  the  Voice  (Winter  1993) 
we  evaluated  glucomelers  featuring 
voice-synthesized  output.  The  Digi- 
Voice  Plus  II  (available  for  $395  plus 
$9.95  shipping  from  Science  Prod- 
ucts, Box  888,  Southeastern,  PA 
19399;  telephone:  1-800-888-7400) 
makes  use  of  the  LifeScan  One  Touch 
II  glucometer  as  a  component.  In  the 
course  of  our  research  LifeScan  in- 
formed us  that  their  One  Touch  II  glu- 
cometer carried  a  one-year  warranty. 

Recently  Mr.  Steve  Bubrick,  Man- 
ager of  Customer  Communications  for 
LifeScan  Inc.,  informed  us  that  in  fact 
the  warranty  period  for  the  One  Touch 
II  Unit  Is  not  one  year  but  five,  and 
that  current  purchasers  may  extend 
their  warranty  period  to  ten  years  at 
no  charge.  LifeScan  may  be  contact- 
ed at  1-800-227-8862. 

Aicom  Accent  Text-To-Speech 
Synthesizer:  Converts  text  on  your 
computer  screen  to  speech,  with  vo- 
cabulary of  over  20,000  words.  Six 
models:  full-length  ($745)  or  half- 
length  ($545)  PC  plug-in  cards  for 
IBM  PC-compatibles;  cards  for  Toshi- 
ba laptops  T1200,  T1600  ($395)  or 
T1000SE  ($675);  plug-in  card  for  Mi- 
croChannel PS/2  ($745)  or  stand- 
alone unit  with  RS-232C  link  to  any 
computer  ($995);  plug-in  card  for 
Toshiba  T1200XE,  T2000SX  laptops 


($675).  Supported  by  all  major 
screen-reader  programs.  Contact: 
Aicom  Corp.,  1590  Oakland  Road. 
Suite  B112,  San  Jose,  CA  95131; 
telephone:  (408)  453-8251;  fax:  (408) 
453-8255. 

EZ-Reader:  The  EZ-Reader  low-vi- 
sion aid  makes  it  possible  for  people 
with  severe  visual  limitations  to  read 
again.  The  product  consists  of  a  hand- 
held black-and-white  video  camera 
(weighing  about  one  pound)  designed 
to  be  connected  to  a  person's  19"  or 
larger  TV.  The  user  places  the  cam- 
era, about  the  size  of  a  telephone 
handset,  directly  atop  material  to  be 
read,  and  the  material  is  greatly  en- 
larged as  it  is  projected  on  the  TV 
screen. 

The  EZ-Reader  is  available  for  a 
cost  of  $1350.  Order  from:  Gracefully 
Yours,  Inc.,  12527  Ulmerton  Rd., 
Largo,  Florida  34644-2740;  telephone: 
1-800-331-2211.  The  company  is  also 
offering  commission  sales  opportuni- 
ties to  users  of  its  product. 

Braille  'n  Spealc  640:  Blazie  Engi- 
neering announces  soft  Braille  sup- 
port for  its  pocket-sized  note  taking 
computer,  the  Braille  'n  Speak  640. 
Now,  BnS  640  users  can  interface 
with  Mini  Braille,  a  portable  display 
device  from  HumanWare,  Inc.  The 
Braille  'n  Speak  640  computer  lets 
users  create,  word  process,  and  store 
up  to  800  pages  of  Braille  in  up  to  100 
files.  The  Mini  Braille,  a  22-cell  display 
measuring  approximately  7"x10"x1", 
may  be  programmed  for  6  or  8  dot 
Braille.  Combined,  Braille  'n  Speak 
640  and  Mini  Braille  form  a  versatile 
Braille  computer  system.  Mini  Braille 
will  display  everything  that  BnS  640 
speaks,  thus  providing  both  tactile  and 
audible  output  to  the  user. 


Blazie  Engineering  features  both 
the  Braille  'n  Speak  640  and  the  Mini 
Braille  in  its  complete  line  of  products 
for  blind  and  visually  impaired  people. 
For  more  information,  or  a  free  cata- 
log, contact:  Blazie  Engineering,  105 
E.  Jarrettsville  Road,  Forest  Hill,  MD 
21050;  telephone:  (410)  893-9333. 

Committees  of  the 
Diabetics  Division 

The  Diabetics  Division  of  the  Na- 
tional Federation  of  the  Blind  provides 
support  and  information  through  its 
various  committees  dealing  with  spe- 
cific aspects  of  diabetes.  Members 
seeking  information  on  almost  any  as- 
pect of  the  disease  can  contact  the 
Voice  editorial  office.  We  will  put  you 
in  touch  with  the  appropriate  commit- 
tee chairperson.  Your  confidentiality 
will  be  respected. 

If  you  are  a  diabetic  experiencing 
complications,  the  members  of  the  Di- 
abetics Division  want  you  to  know  you 
are  not  alone.  All  our  committees  are 
chaired  by  diabetics  who  have  per- 
sonal experience  with  their  commit- 
tee's issues  of  concern. 

•  Blindness/Visual  Dysfunction 

•  Amputation  —  Prevention  and  Treat- 
ment 

•  Get  Well  Committee 

•  Heart  Disease  and  Stroke 

•  Insulin  Pump 

•  Magazine/l/o/ce  of  the  Diabetic 

•  Legislative  Issue 

•  Pancreas  Transplantation 

•  Renal  Failure,  Dialysis,  and  Trans- 
plantation 

•  Resource  Library 

•  Resources  (Aids  and  Appliances) 

•  Sexual  Dysfunction/Male  Impotence 

Literature 

Living  V\/ith  Diabetic  Complications: 


A  Survival  Guide  for  Patients  by  a  pa- 
tient by  Judy  Curtis,  a  294-page  book 
reviewed  in  this  issue,  is  recommend- 
ed by  the  I'oice  editor.  Judy  Curtis 
writes  from  a  patient's  perspective, 
letting  people  who  have  experienced 
diabetes  complications  know  that  they 
are  not  alone.  The  book  includes  a  list 
of  support  organizations,  as  well  as 
publications  dealing  with  side  effects 
of  the  disease. 

Living  With  Diabetic  Complications 
is  available  at  a  cost  of  $14.95 
(postage  included)  from:  Outreach  En- 
terprises, 2309  SW  1st  Ave..  Suite 
1842.  Portland,  OR  97201;  telephone: 
(503)  224-9857. 

The  Diabetic  Traveler,  a  quarterly 
newsletter  dedicated  to  safe  travel  for 
persons  with  diabetes,  is  now  offering 
two  items,  without  charge,  as  a  ser- 
vice to  people  who  travel  over  multiple 
time  zones.  The  items  are  a  credit- 
card-size  guide  for  adjusting  insulin 
doses  when  flying  east  or  westbound, 
with  a  4-page  article:  "Management  of 
Diabetes  During  Intercontinental  Trav- 
el." 

Along  with  its  cover-stories  on  spe- 
cific destinations  and  types  of  travel, 
the  newsletter  discusses  such  sub- 
jects as  insulin  adjustment  for  air  trav- 
el, generic  and  foreign  drug/medica- 
tion names,  foot  care  for  the  diabetic 
traveler,  location  of  all-night  pharma- 
cies, information  on  carrying  your 
medical  history,  and  other  tips  for  trav- 
elers. Some  of  the  locations  reviewed 
include  Acapuico,  Las  Vegas.  Paris, 
Tokyo,  and  Vancouver. 

To  receive  the  free  insulin  adjust- 
ment guide  and  article,  send  a  busi- 
ness-sized SASE  to:  The  Diabetic 
Traveler,  P.O.  Box  8223  RW,  Stam- 
ford, CT  06905;  telephone:  (203)  327- 
5832.  A  one  year's  subscription  to  the 
newsletter  costs  $18.95,  available 
through  the  above  address. 


Food  for  thought 


We  invite  blurbs  and  tidbit  articles 
for  inclusion  in  this  column.  Materials 
received  may  be  edited  and  used  as 
space  permits.  Products  and  services 
included  in  this  column  are  for  infor- 
mation only  and  do  not  imply  endorse- 
ment by  The  Diabetics  Division  of  the 
NFB. 

National  Convention 

The  annual  convention  of  the  Na- 
tional Federation  of  the  Blind  will  be 
held  this  year  in  Dallas,  Texas  and  at- 
tended by  approximately  2,500  blind 
citizens.  There  will  be  fellowship  and 
learning  with  informative  program 
items,  exhibits  of  the  latest  technology 
for  the  blind,  and  literature  in  Braille, 
print  and  on  tape  covering  all  aspects 
of  blindness.  Also,  there  will  be  excit- 


ing tours,  which  are  always  fun. 

The  convention  will  be  held  at  the 
Dallas-Fort  Worth  Hyatt  Regency 
Hotel  at  the  Dallas-Fort  Worth  Airport 
from  Saturday,  July  3,  1993  to  Friday, 
July  9,  1993.  The  hotel  rates  are  as 
follows:  single  $31,  double  $35,  triples 
$38,  and  quads  $40.  In  addition,  there 
will  be  at  least  a  12%  sales  tax.  For 
reservations,  call  the  Hyatt  Regency 
directly  at  (214)  453-1234.  All  major 
credit  cards  will  be  accepted.  When 
making  reservations  be  sure  to  men- 
tion that  you  will  be  attending  the  Na- 
tional Federation  of  the  Blind  conven- 
tion. If  you  have  trouble  with  the  hotel 
acknowledging  our  NFB  special  room 
rates,  call  the  National  Federation  of 
the  Blind  in  Baltimore;  phone:  (410) 
659-9314.  This  convention  is  going  to 
be  great,  so  start  packing  and  we'll 


see  you  there! 

Dialysis 

During  this  year's  national  conven- 
tion in  Dallas,  Texas,  dialysis  will  be 
available. 

Individuals  requiring  dialysis  must 
have  a  transient-patient  packet  and  a 
physician's  statement  filled  out  prior  to 
treatment.  Patients  should  have  their 
dialysis  units  contact  the  desired  loca- 
tion in  Dallas  for  instruction  on  what 
must  be  done.  A  mandatory  prepay- 
ment of  20  percent  (approximately 
$25)  must  be  paid  before  each  dialy- 
sis treatment.  This  amount  is  not  cov- 
ered by  Medicare. 

Please  schedule  dialysis  treat- 
ments early  as  space  is  limited.  Dialy- 
sis locations  require  at  least  a  30-day 


advance  notification  and  serve  on  a 
first-come  first-served  basis. 

Following  are  two  locations  close  to 
the  Convention  Center: 

1.  Irving  Dialysis  Center:  c/o  Irving 
Community  Hospital,  2845  W.  Airport 
Frwy.,  Suite  120,  Irving,  TX  75062; 
telephone;  (214)  258-0880.  The  unit  is 
open  six  days  a  week  (Monday  -  Sat- 
urday). Patients  are  billed  a  physi- 
cian's capitation  of  $20  per  day.  This 
location  is  about  10  minutes  from  the 
hotel  right  off  the  south  entrance  of 
the  airport. 

2.  Dialysis  Center  HEB:  2700  Tib- 
bets  Dr.,  Suite  203,  Bedford.  TX 
76022;  telephone:  (817)  354-8811. 
For  scheduling  contact  the  Director  of 
Nursing.  This  location  is  open  three 
days  a  week  (Monday,  Wednesday, 
and  Friday)  and  is  about  15  minutes 
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from  the  hotel,  right  off  the  south  en- 
trance of  the  airport. 

If  your  dialysis  unit  cannot  confirm 
a  space  for  you,  contact  Ed  Bryant  for 
assistance:  81 1  Cherry  Street,  Suite 
309,  Columbia.  MO  65201 ;  telephone: 
(314)875-8911. 

The  Boss 

The  boss  drives  men,  the  leader  in- 
spires them. 

The  boss  depends  on  authority,  the 
leader  depends  on  good  will. 

The  boss  evokes  fear,  the  leader 
radiates  love. 

The  boss  says  I,  the  leader  says 
we. 

The  boss  shows  who  is  wrong,  the 
leader  shows  what  is  wrong. 

The  boss  knows  how  it  is  done,  the 
leader  shows  how  to  do  it 

The  boss  demands  respect,  the 
leader  commands  respect 

Be  a  leader,  not  a  boss. 

Diabetes  Component 

We  have  been  asked  to  announce: 
ROSS  Laboratories,  a  division  of 
Abott  Laboratories,  has  introduced  a 
Diabetes  Component  to  its  hospital 
and  medical  center-based  New  Direc- 
tion very  low  calorie  diet  program. 

The  Diabetes  Component  was  de- 
signeii  to  meet  the  special  needs  of 
(fie  obese  Type  II  diabetic  population, 
with  education/counseling  materials 
specific  to  Type  II  diabetes.  The  mate- 
rials were  developed  in  cooperation 
with  the  International  Diabetes  Center 
In  Minneapolis,  H/linnesota,  based  on 
a  prospective  study  documenting  that 
the  New  Direction  program  is  more  ef- 
fective than  conventional  treatment  in 
weight  reduction  and  improving  blood 
glucose  levels  and  blood  pressure  in 
this  population. 

In  clinical  trials  with  Type  II  diabet- 
ics on  the  New  Direction  program: 

•  Patients  lost  an  average  of  54 
pounds  during  the  Reducing  and 
Adapting  phases  of  the  program 

•  Serum  glucose  levels  fell  an  average 
of  82  mg/dl 

•  Glycosylated  hemoglobin  fell  from  an 
average  of  8.3%  to  6.1%  into  normal 
range 

•  Total  cholesterol  dropped  by  almost 
10%  to  193  mg/dl 

•  Serum  triglycerides  fell  by  50% 

•  In  patients  receiving  conventional 
treatment,  there  were  no  significant 
improvements  in  body  weight,  glyco- 
sylated hemoglobin  or  blood  pressure 
from  entry  through  nine  months  of  the 
study. 

For  more  information  about  the  Di- 
abetes Component  of  New  Direction, 
please  contact  Dana  Griffith  at  (614) 
624-7061 . 

Plan  Ahead  and  Be  Prepared 

At  this  year's  annual  convention  of 
the  National  Federation  of  the  Blind 
there  will  be  many  insulin  dependent 
diabetics  in  attendance.  Each  of  us 
should  have  the  foresight  to  bring 
extra  insulin  and  syringes  so  as  to 


avoid  needing  to  go  in  search  of  a 
pharmacy. 

At  every  convention,  a  few  diabet- 
ics undergo  hypoglycemic  attacks. 
Hotels  are  jammed,  and  restaurants 
are  packed,  with  long  waits  for  a  table. 
We  insulin-dependent  diabetics 
should  always  be  prepared  for  an  in- 
sulin reaction.  THINK  AHEAD!  Al- 
ways carry  something  sweet  such  as 
candy  or  glucose  tablets  that  can  be 
used  for  insulin  reactions.  We  should 
be  sure  to  have,  in  our  rooms,  snack 
foods  that  will  help  control  our  diabetic 
food  needs. 

We  diabetics  can  travel  anywhere 
and  do  almost  anything  we  want.  One 
thing  we  cannot  do  is  go  without  food. 
Our  bloodstreams  should  have  a  bal- 
ance of  insulin  and  glucose.  If  there  is 
not  enough  glucose  (food)  then  we 
have  an  "insulin  reaction". 

"Plan  ahead  and  be  prepared." 


Alice  Davis  shares  her  experiences 
of  an  NFB  annual  convention. 

Checked  Slacks  Cost  Pennies 
by  Alice  Davis 

From  the  Editor:  Alice  Davis,  our 
Diabetics  Division  coordinator  for  the 
National  Federation  of  the  Blind  of  Ok- 
lahoma, is  vibrant  and  energetic.  She 
works  tirelessly  to  help  diabetics,  es- 
pecially those  who  happen  to  be  blind. 

As  Eva  Chaney,  President  of  the 
Oklahoma  affiliate  of  the  National 
Federation  of  the  Blind,  and  I  were 
passing  a  clothing  store  during  our  re- 
cent 1992  national  NFB  convention  in 
Charlotte,  North  Carolina,  a  pair  of  or- 
ange slacks  seemed  to  call  out  to  her: 
"Eva  —  Eva,  take  me,  I  am  yours!" 
And  Eva  look  them  for  pennies.  (The 
actual  cost  of  the  slacks  was  $50.00.) 
You  may  ask  how  an  item  with  a  price 
tab  of  $50.00  can  be  affordable  on  a 
convention  budget.  The  answer  lies 
with  instant  oatmeal,  cheese  and 
crackers,  and  a  very  reliable  hot  pot. 

During  the  convention,  to  save 
money,  Eva  and  I  (I  am  an  insulin-de- 
pendent diabetic)  ate  two  meals  a  day 
in  our  hotel  room.  In  order  to  get  fresh 
fruit,  vegetables  and  protein,  we  ate 
our  third  meal  out.  In  this  way  we 
could  afford  the  things  that  seemed  to 
beckon  to  us  from  the  shops  and  the 
exhibit  hall. 


We  both  brought  an  assortment  of 
food  items  to  the  convention,  and 
Eva's  hot  pot  did  a  great  job  of  provid- 
ing us  with  water  at  just  the  right  tem- 
perature for  packaged  instant  oat- 
meal, soup,  and  our  other  hot  items. 
Experience  has  taught  me  that  you 
can  save  money  for  extras  and  neces- 
sities, by  bringing  along  packaged 
foods,  as  we  did.  Eva's  supper  box 
contained  such  things  as  hard  candy, 
instant  date  oatmeal,  peanut  butter 
and  crackers,  cheese  and  crackers, 
and  raisins,  as  well  as  her  old  reliable 
hot  pot.  Mine  contained  instant  regular 
oatmeal,  nutrasweet,  dried  fruit,  V-S 
juice,  and  apples,  also  canned  orange 
juice  to  counteract  insulin  reactions. 

For  the  cost  of  two  breakfasts  and 
one  lunch,  or  two  dinners  in  the 
restaurant,  I  bought  a  $12.00  T-shirt 
with  a  rose  and  a  pair  of  cowboy 
boots  in  front  of  a  cactus,  for  the  up- 
coming (1993)  NFB  convention  in  Dal- 
las. For  the  cost  of  three  breakfasts 
and  two  lunches,  or  four  dinners  out, 
and  a  few  pennies,  Eva  got  her 
checked  orange  slacks. 

If  you  are  thinking  about  coming  to 
the  national  convention,  but  don't 
know  how  you  will  afford  it,  let  me  en- 
courage you  to  bring  food  items  such 
as  the  ones  I've  talked  about  Add  a 
few  of  your  own  choosing.  Some  of 
our  folks  rent  refrigerators  from  the 
hotels,  or  use  the  hotel  ice  bucket  for 
fresh  fruits  and  vegetables,  juice,  milk, 
soda,  or  whatever  needs  to  be  kept 
cold.  Some  of  our  members  visit  the 
local  supermarket  for  such  items.  Re- 
member, friends,  "Where  there's  a 
will,  there's  a  way." 

Voice  Distributors  Needed 

Since  the  Voice  is  now  offered 
free,  our  Diabetics  Division  will  pro- 
vide extra  copies  to  anyone  wanting  to 
help  spread  the  word.  We  will  gladly 
send  from  five  to  five  hundred-plus 
copies  each  quarter  to  be  used  as 
free  literature.  Medical  facilities  can 
order  as  needed  for  patients.  Individu- 
als can  usually  place  Voices  in  li- 
braries, pharmacies,  hospitals,  doc- 
tor's offices,  or  any  location  of  public 
patronage. 

Diabetes  education  is  essential. 
Anyone  who  distributes  the  Voice  will 
be  helping  to  further  enlightenment 
about  the  disease  and  its  ramifica- 
tions. People  with  diabetes  and  their 
families  learn  that  they  have  options, 
that  their  world  is  far  greater  than 
whatever  "limits"  may  be  imposed  by 
the  disease.  If  you  would  like  to  help 
spread  the  word  by  distributing  the 
publication,  please  contact:  Voice  of 
the  Diabetic,  811  Cherry  St..  Suite 
309,  Columbia,  MO  65201;  telephone: 
(314)875-8911. 

Tape  Guide  to  National  Parks 

The  Access  America  series  of 
guidebooks  to  the  National  Parks  con- 
sists of  four  audiocassette  volumes: 
Eastern  National  Parks  (includes 
Mammoth  Cave),  Rocky  Mountain  Na- 
tional Parks  (includes  Yellowstone), 
Southwestern  National  Parks  (in- 


cludes Petrified  Forest)  and  Western 
National  Parks.  Written  for  park  visi- 
tors with  disabilities,  the  series  evalu- 
ates each  park  in  detail,  rating  facili- 
ties as:  "accessible,"  "usable  with  as- 
sistance," or  "inaccessible  to  the  mo- 
bility-impaired" (although  most  blind 
persons  should  have  little  difficulty). 
The  tapes  include  information  on 
parking,  restroom  access,  dining  and 
lodging,  local  and  regional  medical  fa- 
cilities, and  park  programs  for  persons 
with  various  disabilities.  Although  the 
series'  primary  listings  are  for 
wheelchair  accessibility,  criteria  such 
as  visual  impairment  are  taken  into 
account. 

The  Access  America  guides  are 
available  from  Regional  Libraries  for 
the  Blind  and  Physically  Handicapped, 
or  by  calling  the  National  Library  Ser- 
vice at:  1-800-424-8567. 


Tick-Nipper 

Tick  season  is  upon  us.  Now  a  new 
device  can  help  remove  these  pests, 
reportedly  with  far  less  inconvenience 
than  the  traditional  tweezers  or  finger- 
nails. Once  the  pest  is  removed  from 
the  skin,  the  device  securely  holds  it 
in  a  little  cup  found  at  the  tip  of  its  for- 
ceps. The  insect  can  easily  be  carried 
to  the  toilet  and  disposed  of. 

The  device  does  not  leave  the 
tick's  head  in  the  skin  or  squeeze  any 
of  its  fluids  into  the  dog.  A  magnifying 
glass  is  attached  which  shows  all 
parts  of  the  lick,  if  inspection  is  de- 
sired. 

The  Tick-Nipper  costs  $3,  including 
handling.  To  order  contact:  Toni 
Fames,  3376  North  Wishon.  Fresno, 
CA  93704;  telephone:  (209)  224- 
0544. 


How  to  Read  a  Prescription 

Doctors  use  abbreviations  in  writing 
prescriptions.  Listed  below  are  those 
most  often  used: 

Rx  prescription 

cc  cubic  centimeters 

Sig  label 

gm  gram 

ac  before  meals 

gtt  a  drop 

pc  after  meals 

mg  milligrams 

bid  twice  a  day 

prn  as  needed 

tid  three  times  a  day 

qid  four  times  a  day 

hs  at  bed  time 

(Note:  This  article  appeared  in 
Common  Concerns,  published  by 
Renal  Network,  Ann  Arbor,  Michigan.) 
Display  Tables 

This  year's  annual  convention  of 
the  NFB  will  take  place  in  Dallas, 
Texas,  Saturday,  July  3  through  Fri- 
day, July  9,  1993.  For  this  momentous 
event  our  Diabetics  Division  has  re- 
served space  in  the  exhibit  hall,  where 
(Continued  on  page  20) 
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we  will  display  literature  and  equip- 
ment of  interest  to  blind  diabetics  and 
otfiers  interested  in  diabetes. 

Tfiere  will  be  hundreds  of  other  dis- 
play tables  with  products  and  informa- 
tion that  may  be  of  interest  to  blind 
persons. 

CAN  YOU  HELP?  It  takes  many 
people  to  work  the  display  tables,  and 
if  you  can  help  for  two  hours,  four 
hours,  or  more,  please  contact  our 
display  table  chairman:  Bill  Parker, 
Lafayette  Tower,  4601  l^ayflower  Rd., 
Apt.  2D,  Norfolk,  VA  23508;  phone: 
(804)  623-1638. 

Elections  Coming  Up 

At  this  year's  National  Convention 
in  Dallas,  Texas,  elections  will  be  held 
to  fill  divisional  board  positions.  These 
are  one-year  terms  tfiat  will  run  from 
July  1.  1993  to  June  30,  1994.  Posi- 
tions to  be  filled  are:  President,  First 
Vice-President,  Second  Vice-Presi- 
dent, Secretary,  and  Treasurer.  If  you 
are  interested  in  a  board  position,  or 
know  someone  who  you  think  would 
do  a  good  job,  then  contact  our  Dia- 
betics Division  President,  Donovan 
Cooper.  Yes,  hard  work  and  dedica- 
tion are  prerequisites  for  each  board 
position.  Anything  worthwhile  is  usual- 
ly challenging  and  requires  hard  work. 
Leadership  should  be  a  positive  force, 
and  one  should  lead  by  good  exam- 
ple. 

Large  Print,  Cassettes,  and  Tape 
Players 

Occasionally  a  subscriber  will  re- 
quest the  Voice  in  extra-large-print 
format.  We  do  not  produce  our  maga- 
zine in  extra-large-print  for  the  legally 
blind  because  the  cost  of  production 
would  skyrocket  by  several  thousand 
dollars. 

Legally  blind  subscribers  having 
trouble  reading  print  can  receive  the 
Voice  on  audio  cassette  at  no  extra 
charge.  These  tapes  are  recorded  at 
15/16  inches  per  second  (ips),  one 
half  the  standard  speed  of  1-7/8  ips.  If 
the  Voice  tape  is  played  in  a  standard 
recorder,  it  will  sound  too  high  and  too 
fast,  "speaking  like  a  chipmunk." 

Anyone  who  is  legally  blind  may  re- 
ceive, at  no  charge,  a  special  tape 
player  that  can  be  used  for  Voice 
tapes  as  well  as  for  other  reading  ma- 
terials. To  repeat:  any  blind  person 
may  receive  a  tape  player  at  no  cost. 

Tape  players  may  be  ordered  from 
Regional  Libraries  for  the  Blind  and 
Physically  Handicapped;  or  contact 
the  National  Library  Service  for  the 
Blind;  telephone:  (1-800)  424-8567. 
These  tape  players  are  mailed  as 
Free  Matter  for  the  Blind. 

Alternate  Media  Formats 

We  have  been  asked  to  announce: 
Access  USA  specializes  in  alternate 
media  formats  including  Braille,  large- 


type,  audio  tape,  and  computer  disks. 
For  documents,  reports,  brochures, 
pamphlets,  menus.  Braille  business 
cards,  and  more  contact:  Access  USA 
at  P.O.  Box  116,  242  James  Street, 
Clayton,  NY  13624;  telephone:  (1- 
800)  263-2750. 

New  Pamphlet 

The  Diabetics  Division  of  the  Na- 
tional Federation  of  the  Blind  now  has 
a  new  pamphlet  titled  "Diabetes,  Com- 
plications. Options."  This  attractive 
publication  explains  our  outreach  pro- 
grams. Full  of  essential  information,  it 
reaches  out  to  anyone  concerned  with 
diabetes  and  its  ramifications. 

Unlimited  free  copies  are  available 
to  all  interested  parties.  The  new  pam- 
phlet is  great  for  libraries,  pharmacies, 
physicians'  offices,  seminars,  hospi- 
als  and  so  on.  "Diabetes,  Complica- 
ions.  Options"  may  be  ordered  from: 
National  Federation  of  the  Blind,  t^a- 
erials  Center,  1800  Johnson  Street, 
Baltimore,  MD  21230;  telephone: 
410)659-9314. 
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ADVERTISERS 

Effective  advertising  doesn't  scream  at  its  audience.  It  per- 
suades. It  sells.  Tfie  key  to  cost-effective  advertising  is  making 
your  voice  heard  where  an  audience  is  already  listening.  Voice 
of  the  Diabetic  offers  such  an  outlet.  Make  your  voice  heard. 
For  advertising  information  contact: 

Voice  of  the  Diabetic 

Ed  Bryant,  Editor 

811  Cherry  Street,  Suite  309 

Columbia  MO  65201 

(314)875-8911 
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The  Voice  of  the  Diabetic  is  a  quarterly  magazine  published  by  The  Diabetics  Division  of  the  National  Federa- 
tion of  the  Blind  (NFB)  for  anyone  interested  in  diabetes,  especially  diabetics  who  are  blind  or  losing  vision.  It  is  an 
outreach  publication  emphasizing  good  diabetes  control,  diet  and  independence. 

Donations  are  gladly  accepted  and  appreciated.  Contributions  are  not  only  tax  deductible  but  are  needed  to  keep 
the  Voice  and  the  Diabetics  Division  moving  forward  to  help  people  with  all  aspects  of  diabetes. 

Ivlembers  of  the  NFB  Diabetics  Division  enjoy  priority  services  and  unique  benefits  such  as  a  continuous  free 
subscription  to  the  Voice,  automatic  access  to  committees  covering  all  aspects  of  diabetes,  free  counseling  con- 
cerning all  facets  of  blindness  and  diabetes  as  well  as  access  to  diabetics  who  have  experienced  complications. 

The  Voice  is  free  to  any  interested  person  upon  request.  Each  subscription  costs  the  Diabetics  Division  approxi- 
mately $20  per  year.  To  help  defray  publication  expenses,  members  are  invited,  and  nonmembers  are  requested,  to 
cover  the  subscription  cost. 

To  begin  receiving  the  Voice,  please  ctieck  one: 

[  ]     I  would  like  to  become  a  member  of  the  NFB  Diabetics  Division  and  receive  the  Voice  of  the  Diabetic.  (Mem- 
bers are  entitled  to  special  membership  benefits.) 

[  )     I  would  like  to  receive  the  Voice  of  the  Diabetic  as  a  nonmember.  (Nonmembers  are  encouraged  to  pay  the 
institutional  rate  of  $20/one  year;  $35/two  years;  $50/three  years.) 


Send  the  Voice  in  (check  one): 


[  ]     print 


[  ]    cassette  tape  for  the  blind  and  physically  handicapped 
(recorded  at  slower-than-standard  speed  of  15/16  IPS) 


Optionally  check  this  box: 

[  ]     I  would  like  to  make  (or  add)  a  tax-deductible  contribution  of  $  . 


[  ]    both 


to  The  Diabetics  Division  of  NFB. 


Please  print  clearly 


Name 


Address  . 
City 


-Zip 


Telephone  ( . 


Send  this  form  or  a  facsimile  to: 
Voice  of  the  Diabetic,  81 1  Cherry  St.,  Suite  309,  Columbia,  MO  65201 

Please  make  all  checks  payable  to: 
NATIONAL  FEDERATION  OF  THE  BLIND 


